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_ Neo-Synephrine hydrochloride 
ophthalmic viscous solution 10% 


spreads evenly 
adherent 

clear 

stable 


LABORATORIES 
NEW YORK 18, N.Y. + WINDSOR, ONT. 


Neo-Synephrine, trademark reg. U.S. Pat. Off. 
brand of phenylephriac 


CONJUNCTIVITIS 
1/8% solution. 
For rapid relief of congestion, itch- 


REFRACTION, OPHTHALMOSCOPY 
2.5% solution. 

Forpr and short acting mydriasis 
virtually free from cycloplegia. 


UVEITIS, POSTERIOR SYNECHIAE 
10% solution (plain or viscous) or 
10% emulsion. 

For freeing recently formed posterior 
synechiae as well as for prevention 
of synechiae formation in uveitis 
(with atropine ) 


GLAUCOMA (certain cases and tests) 
10% solution (plain or viscous), 
10% emulsion or 2.5% solution. 

For temporary reduction of 
intra-ocular tension and for the 
provocative test for angle block. 


SURGERY 
2.5% solution or 10% solution ( plain 
or viscous). 

For short acting powerful mydriatic 
effect, applied 30 cto 60 minutes 
preoperatively. 
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; peach-colored, newest 
: liquid form of the 
established broad- 
spectrum antibiotic... 
TERRAMYCIN®t 
| i 125 mg. per 5 cc. 
| teaspoonful; 
specially homogenized 
for rapid absorption; 
bottles of 2 fi. oz. 
and 1 pint, packaged 


ready to use. 


Peaches provide the 
new taste 


BRAND OF OXYTETRACYCLINE 


PFIZER LABORATORIES, Division, Chas. Pfizer & Co., Inc., Brooklyn 6, N. Y. 


*Trademark Brand of oxytetracycline 
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there’s no escape from pollen... 
help speed relief with Estivin 


safely soothe irritated ocular 
and nasal membranes with sterile 


a specially prepared infusion of Rosa gallica L (rose petals) preserved 
with 1:10,000 sodium ethylmercurithiosalicylate. 


NONTOXIC ... EFFECTIVE... EASY TO USE 
Estivin Stops Itching, Burning, Excessive Lacrimation 


© in hay fever @ in allergic conjunctivitis and rhinitis © in the common cold 
One drop of Estivin in the inner canthus of each eye three or four times daily is usually 
sufficient for day-long relief. In cases of extreme nasal discomfort, additional relief may 
be obtained by placing one or two drops in each nostril. 
Estivin is supplied in 0.25 fl. oz. bottles with eye dropper. 


SAMPLES AND LITERATURE AVAILABLE ON REQUEST 


Schieffelie Ses bw 
ichioffelin Pharmaceutical and Research Laboratories since 1794 
oe New York 3, N. Y. 


In Canada: William Sofin, Ltd., Montreal 25, P.Q. 
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UNPRECEDENTED ACCURACY ... 


Maintained Accuracy with the 


MUELLER 
ELECTRONIC TONOMETER 


Greater physical accuracy than any existing mechanical lever device — 
two to four times the sensitivity of the conventional mechanical 
tonometer. These two facts alone make the Electronic Tonometer 

a diagnostic instrument of extreme value. This unprecedented accuracy 
is maintained accuracy — free from all loss due to wear of mechanically 
moving parts. Simple to use, easy to read, the Electronic Tonometer 

is always accurate. 


Individually tested, each instrument is certified to produce readings 
well within the new limits of accuracy established by the Committee 
on Standardization of Tonometers. 


Complete, for 110-120 volts, 60 cycles, AC, each.......... $257.50 


Complete with special swivel wall-mount bracket, 


INFORMATIVE BOOKLET SENT FREE UPON REQUEST 


330 South Honore Street 
Chicago 12, Illinois 


Rochester, Minn. « Dallas, Tex. « Houston, Tex. 
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| A better way to get the drop on 
ocular inflammation 


MAJOR ADVANTAGES — Exclusive plastic package, convenient pocket 
or purse size, unbreakable, easily controlled dropper action, anti- 
inflammatory —antibacterial. 


; STERILE OPHTHALMIC SUSPENSION OF 


New Fiyd ro pti 


= * (HYDROCORTISONE ACETATE—NEOMYCIN SULPHATE, MERCK) 


HYDROPTIC is just the product for ambulant, anterior seg- 
ment eye cases. It guards eyesight by reducing inflammation 
and combatting infection (either primary or secondary). Its 
new plastic container guarantees patient cooperation. Easy 
to carry anywhere, this translucent squeezable package pro- 
vides precise dropper action, is nonspillable and unbreakable. 
SUPPLIED: In 0.5 and 2.5 per cent concentrations in 5-cc. Philadelphia i, Pa. 

plastic containers. Drvision or Merck & Co., INc, 
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every angle! 


NEW 


DELUXE CHAIR 


Finally! For the professional office... 
the color, beauty and sleek styling of 
modern good design. The new AO 
Deluxe Chair . . . easy-to-use, easy-to- 
care-for, easy-to-look-at, and above all, 
more comfortable for your patient. 
The new footrest and support, the 
newly styled arms, combine great 
strength with beauty. New backrest is 
wider, comfortable — its shape taste- 
fully blends with the footrest support. 
Cushions are thick foam rubber, con- 
tour curved to position your patients 
properly. 

Warm, friendly, light-hearted colors 
replace yesterday’s more somber tones, 
A warm ivory tan, crisp jade green and 
newest of all —a lovely shade of coral. 
This beauty will last too. Amazing 
semi-gloss Epoxy baked enamel on base, 
arm and unit is harder, chip and abra- 
sion resistant. Smart Bark-Weave 
Naugahyde upholstery washes clean in 
seconds. 

Full range of adjustments, choice of 
completely enclosed motor-operated 
base or more economical foot operated 
model. 


Visit your nearby AO Office or write — 
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American Optical 


INSTRUMENT DIVISION, BUFFALO 15, N.Y. 


+ T.M. Reg. by American Optical Company 
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DISTANCE. 


INTERMEDIATE 35% of near power) 


DISTANCE 


bf near pol 


NTER AEDIATE (66% of near power} 


ee give your presbyopic patients 


natural flow 
of clear vision 


Prescribe the B&L Functional Trifocal 


FOR YOUR PATIENTS’ SATISFACTION 


Easy to get used to—providing minimum image 


jump, color-free intermediate area, ample depth and 


width of intermediate and near areas. 


FOR YOUR OWN SATISFACTION 


Integration of intermediate power—on a mathematically precise 


formula—automatically assures natural blending of power i 


for every near point add. You can’t go wrong. 


In Panoptik or — 
Straight Top seg- 
ments—the thin- 
nest for their size 


of any trifocal 
segments made! 25mm ——— 


BAUSCH 6 LOMB 
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his is the new emergency tracheotomy set 


Designed by Walter H. Maloney, M.D. 
Philadelphia . . . 


complete in every detail 
for any emergency 


~~ * kept in sterile storage, 

: ready for immediate use 
with no delay; send for 
special brochure 


the hallmark 
of quality 

iILLING 

PHILADELPHIA 


The Maloney Emergency 
Tracheotomy Set is avail- 
able only from Pilling— 


George P. PILLING & Son Company 
3451 Walnut Street Philadelphia 


First name in instruments 


for bronchoesophagology— 
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Johnston Infant 


Esophageal Dilator 


designed for Kenneth C. Johnston, M.D. 
Chicago, Illinois 


A very useful instrument for the early management of 
severe congenital strictures and for the dilatation of strictures 
which frequently follow surgical repair of congenital esoph- 
ageal atresia. 

Complete set includes graduated olives from 11 Fr. to 
31 Fr., in odd sizes, and a flexible metal shaft. The coil tip 
of the introducer is 4 cm. in length and allows for complete 
passage of the olive through the strictures without danger of 
perforating the stomach. 

The Johnston instrument is in effect a miniature Plummer 
Dilator: a suitable length of silk suture, swallowed and allowed 
to become anchored prior to passage of the dilator, is used 
as a guide. 


Br 3757 Johnston Infant Esophageal Dilator, complete set. 
$67.50 ¢.0.». Phila. 


Price subject to change without notice 


This instrument is available only from Pilling .. . order direct 


GEORGE P. PILLING & SON CO. 


3451 Walnut Street... Philadelphia 
HEADQUARTERS FOR INSTRUMENTS FOR BRONCHOESOPHAGOLOGY 


6032— ’4M—8-55 Printed in U.S.A. 
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HOLINGER / “take-home” / KIT 


for Tracheotomy and Laryngectomy Patients 


A handy, compact, and complete kit for 
home care: 


. water suction pump 
—with adaptor for threaded or _ 
plain faucet 


. Safety trap glass jar 
. aspirating catheters 


. glass connecting tips and rubber tubing 


tubing plus gauze pads, bandage, wire, and worsted 
. pump . Glass jar 

3. Splash hose 8. 6’ Rubber tubing cleaners for cleansing tracheotomy tubes 

4. Rubber connector 9. Glass connector - 

S. Glass connector 10. Rubber catheter plus leatherette zipper case 


Complete Kit $19.00 postpaid—The Holinger ‘'Take-Home” Kit 
is available only from Pilling—order direct: 


GEORGE P. PILLING & SON Co. 


3451 WALNUT STREET 
PHILADELPHIA 


HEADQUARTERS FOR INSTRUMENTS FOR BRONCHOESOPHAGOLOGY 
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DESIGNED BY 


ZACK J. WATERS, M.D. 
SALISBURY, MD. 


ZACK WATERS 
CLAMP-ON 


MAGNIFIER 


FOR HEAD MIRRORS 


NEW OPERATIVE EASE 


PUT THIS ON YOUR 
HEAD MIRROR... 


e eliminates glasses for presbyopic Attach this magnifier to your head mirror (fits 
any 3¥%2" mirror with convexity of 10"-14" 

e fits the head mirror you now use radius curvature)—new operative ease and 
convenience. 

e clamps on easily, fits snugly Three lenses of 1, 2 and 3 plus diopter give 
wide choice of magnification, meet necessary 

@ no focusing, no obstruction focal distances for examination or surgery of 


the ear, pharynx, larynx and paranasal 
@ sterilizable, sturdy, yet light weight sinuses. 


E5851 Zack Waters Clamp-on Magnifier with 3 lenses... $9.75 


ORDER CIRECT 


GEORGE P. & SON CO. 


3451 WALNUT STREET ¢ PHILADELPHIA 
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Mi E is your main problem 
in Routine Refractions... 


HYDROCHLORIDE 
(Brand of cyclopentolate hydrochloride) 


FOR YOUR PATIENTS... \.. FOR YOU... 


ONLY THIRTY MINUTES’ waiting time..-@ 
the patient is ready!* 


SAME DAY RECOVERY is obtained . . . Patients re- 
gain sufficient accommodation for reading within 
: 4-12 hours, twice as fast with the use of a miotic 
preparation.! 
ROUTINELY IN OFFICE AND HOSPITAL... 
ir JoNes & Greater economy (fewer drops needed) and great- 
, er speed make CyCLoGYL a drug of choice for rou- 
tine cycloplegia in both office and hospital practice. 
CycLocyL facilitates routine handling of even 
large groups of out-patients. “Apparently, it is 
relatively nonirritating and nonsensitizing during 
local application.”? Patients can be assured that, 
except for the day of their examination, no time 
will be lost from work.* 


DOSAGE: Cycloplegia—two drops of 0.5% 
or one drop 1.0%. In deeply pigmented eyes, 3 
two drops of 1.0% instilled 10 minutes apart. 9 

Mydriasis — see literature in package (liter- & 
ature on request). 


SUPPLIED: Sterile ophthalmic solution in Gif- 
ford’s Buffer (pH 6.0), with benzalkonium 
chloride as preservative agent. 0.5% Solution 
— 15 cc dropper bottles; 1.0% Solution — 15 cc 
and 2 cc dropper bottles. 


. Rasgorshek, R. H., and McIntire, W. C.: Am. J. Ophth. SAMPLES ON REQUEST 
40:34 hay) 1955 


2. Council on Pharmacy and Chemistry, A. New and 
Nonofficial Remedies, Philadelphia, J. Lippincott ZA (es 
Company, 1955, p. 263. 
3. Gettes, B. C.: A.M A. Arch. Ophth. 51:467 (April) 1954. 
4. Gordon, D. M., and Ehrenberg, M. H.: Am. J. Ophth. : . . 
38.831 (Dec.) 1954 (are Pharmaceutical and Research Laboratories since 1794 
patients). 28 Cooper Square, New York 3, N. Y. 


In Canada: William Sofin, Ltd., Montreal 25, P.Q. 
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than 2000 
IUM 


MONEL METAL 


NASOPHARYNGEAL APPLICATORS 


have been delivered by the Radium Chemical Company to 
otolaryngologists in the United States within a period of the last 


fourteen years. 


Results are reported satisfactory when the use of the applicator 
is restricted to the one purpose for which it was constructed: 
the treatment of hyperplastic lymphoid tissue, which cannot be 
surgically removed, at the orifice of the eustachian tube or in the 


fossa of Rosenmueller. 


Available through purchase or annual lease at a reasonable 


monthly rental. 


WRITE FOR COMPLETE DETAILS... NO OBLIGATION 


RADIUM CHEMICAL CO., INC. 


161 East Forty-Second St., New York 17, N. Y. 


SERVING THE MEDICAL PROFESSION SINCE 1913 
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for glaucoma therapy 


two new concentrations of 


— 


-25% and 3% 


sterile ophthalmic solutions | 


NOW ...a full range of concentrations 
for the treatment and control of glaucoma 
...and other conditions where miosis is 


desired! 

.25% 
ISOPTO Carpine >” 
Pilocarpine HCI in .5% 

2% 
Methyl Cellulose Solution 3% 
4% 


® 
ISOPTO® Eserine | 
Eserine Salicylate in .5% .25% 
Methyl Cellulose Solution \ 


advantages... 


e Sterile, Stable e Prolonged Contact 
e Greater Comfort e Always Uniform 

e Greater miscibility with tears 

e pH and tonicity adjusted 

e Preserved against contamination 


ISOPTO® Designates Alcon’s Sterile Ophthalmic 
Solutions containing Methyl Cellulose. 


Available from pharmacies and wholesale drug 
suppliers throughout the U.S.A. and Canada . 
(Canadian distributors, Imperial Optical Co., Toronto) Packaged and sealed in Alcon’s exclu- 
sive non-spillable, non-breakable DROP- 
TAINER® (15 cc). Reduces contamination 
possibilities . . . convenient to use. 
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With Sunglasses 


Without Sunglasses 


Prescribe year-round 
eye comfort for your patients’ 
outdoor activities 


More of your patients are spending more of their time out-of- 
doors than ever before. 


As a part of your service of providing complete eye care, we 
suggest you prescribe sun glasses for year-round eye comfort. 


Remember, when you do, BENSON’s stands ready to give you 
quick, dependable service from the Upper Midwest’s largest and 
most complete stock... 


G15 ¢ greens 2 and 3 « full lines of A O Calobars and B & L Ray-Bans 
. regular and large size lenses in hundreds of beautifully styled frames 
(plain or with precious metal trim). Many tints available in multifocals. 


Since 1913 Bonwn Executive Offices * Minneapolis 2, Minn. 


OPTICAL COMPANY 


“OMPLETE LABORATORIES CONVENIENTLY LOCATED IN UPPER MIDWEST CITIES 


THE NEW YORK POLYCLINIC 
MEDICAL SCHOOL AND HOSPITAL 


(ORGANIZED 1881) 
(The Pioneer Post-Graduate Medical Institution in America) 


EYE, EAR, NOSE AND THROAT 


A three months’ combined full-time refresher course consisting of attendance at clinics, 
witnessing operations, lectures, demonstration of cases and cadaver demonstrations; opera- 
tive eye, ear, mose and throat on the cadaver; clinical and cadaver demonstrations in 
bronchoscopy, laryngeal surgery and surgery for facial palsy; refraction; radiology; pathol- 
ogy, bacteriology and embryology; physiology; neuro-anatomy; anesthesiology; physical 
medicine; allergy, as applied to clinical practice. Examination of patients preoperatively 
and follow- -up postoperatively in the wards and clinics. Attendance at departmental and 


general conferences. 
For information about this and other courses address 


THE DEAN: 345 West 50th St., NEW YORK 19, N. Y. 
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FILMS showing the uses of 
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Salicylate 


(brand of carbazochrome salicylate) 


Films in color, demonstrating the uses of 
Adrenosem Salicylate* in surgery, are now 
: available for showing to hospitals, medi- 
in the control cal societies and group meetings. Write to 
Film Division, 5S. E. Massengill Co., Bristol, 


Tennessee. 


Send for comprehensive illustrated bro- 
chure describing the action and uses of 
this unique systemic hemostat. 


of bleeding 


¥ 


3 


INDICATED preoperatively and postoperatively to control 
bleeding associated with: 


Tonsillectomy, adenoidectomy and nasopharynx surgery 
Prostatic and bladder surgery 

Dental surgery 

Chest surgery and chronic pulmonary bleeding 

Uterine bleeding and postpartum hemorrhage 


Also: Idiopathic purpura, retinal hemorrhage, familial tel- 
angiectasis, epistaxis, hematuria 


? 


Supplied in ampuls, oral tablets and as a syrup. 


The S. E. MASSENGILL company 


BRISTOL, TENNESSEE - NEW YORK + KANSAS CITY + SAN FRANCISCO 


*U. S. Pat. 2581850 
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Latest clinical report on AGFENOSEM?® Salicylate 


(brand of carbazochrome salicylate) 


The Use of the 
Systemic Hemostat 
Carbazochrome 


Salicylate 


J. C. Bacala, M.D. 


(Abstracted from the Western Journal of Surgery, Ob- 
stetrics, and Gynecology, 64:88 (1956) 


The author emphasizes the need for de- 
pendable chemical control of bleeding and 
oozing, and reviews the methods that have 
been tried to attain hemostasis, including 
the use of vitamin K and bioflavonoids. 

He gives the history of carbazochrome 
Salicylate and describes the clinical work 
completed to demonstrate its effectiveness. 
It appears to be specific for conditions char- 
acterized by increased capillary permeability. 
It has no effect on large blood vessels; it 
does not alter blood components; it does not 
affect blood pressure or cardiac rate. It has 
neither vasoconstrictor or vasodilator action. 
The drug has no known contraindications. 

He reviews 1051 cases from the files of 
St. Anthony Hospital, Louisville, Kentucky, 
of which 330 were treated with Adrenosem 
Salicylate. 317 were surgical cases and 13 
obstetric-gynecological conditions. The treat- 


ment was given for symptomatic relief, and 
as a clinical recourse for patient safety. 

In 1015 tonsillectomy patients the follow- 
ing results were noted: There was bleeding 
in 85 (19.8%) of 429 patients who received 
no medication. Patients who received a com- 
pound of oxalic and malonic acids numbered 
115. Of these 16 (14%), developed bleeding. 
Of 248 patients receiving vitamin K prepara- 
tions, 47 (19%) had postoperative hemor- 
rhage. 233 patients received Adrenosem Sali- 
cylate. Of this group, only 16 (7%) had 
bleeding. 

In other surgical conditions, Adrenosem 
was used successfully in gastrointestinal bleed- 
ing, cataract extraction, incisional seepage, 
and transurethral prostatectomy. It was also 
effective in 12 cases of epistaxis. 

In the field of obstetrics and gynecology, 
Adrenosem controlled bleeding in menomet- 
rorrhagia, hymeneal laceration, cervical 
ooze, antepartum and postpartum bleeding, 
threatened abortion, and in two cases of 
surgery during pregnancy. 

The author points out that in pregnancy, 
seepage bleeding occurs more because of 
capillary permeability, and in spite of in- 
creased coagulability. Here, Adrenosem be- 
comes specific for strengthening capillary 
resistance. 

Many of the observations in this study, 
however, involved bleeding incident to trauma 
of incision, retraction, dissection, tearing and 
stretching. In these conditions, he reasons 
that Adrenosem causes hemostasis by its 
effect on the capillary intercellular cement 
substance so that the cells draw closer to- 
gether, and the ends of the capillaries con- 
strict, causing a “‘self-clamping”’ mechanism. 


The S. E. MASSENGILL company 


Bristol, Tennessee New York 


Kansas City San Francisco 


» 
~ 
2 
7 


topical | 
sight savers 


MAJOR ADVANTAGES: Low cost, convenient to use, 
no systemic effects, local anti-inflammatory effect. 


STERILE OPHTHALMIC SUSPENSIONS AND OINTMENTS OF 


Cortone HydroCortone 


ACETATE ACETATE 
( CORTISONE ACETATE U.S.P., MERCK) (HYDROCORTISONE ACETATE U.S.P., MERCK) 


Topically administered hydrocortisone has proved to be “superior [to 
cortisone} in the following conditions: contact dermatitis of the lids; 
vernal conjunctivitis; sclerosing keratitis; superficial punctate keratitis; 

. recurrent corneal erosions, and diffuse episcleritis.’’...‘‘ Most other lid and 

anterior segment diseases responded equally well to either cortisone or 

hydrocortisone.” . . . ““The ease of application, relatively low cost, and 
equal effectiveness on topical use make this method of treatment more 
desirable.’”! 

. SUPPLIED: Sterile Ophthalmic Suspensions of CORTONE Acetate—0.5 and Philadelphia 1. Pa 
2.5 per cent; 5-cc. dropper bottles. Ophthalmic Ointment of CoRTONE Div : os & C I 
Acetate—1.5 per cent; 3.5-Gm. tubes. Sterile Ophthalmic Suspensions of a a 
HYDROCORTONE Acetate—0.5 and 2.5 per cent; 5-cc. dropper bottles. 

Ophthalmic Ointment of HYDROCORTONE Acetate—1.5 per cent; 3.5- 
Gm. tubes. 
Reference: 1. Hogan, M. J., Thygeson, P. and Kimuras, J., Arch. Ophth. 53:165, Feb. 1955. 
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Here he can judge 
quality for himself 


but he depends 
on your judgment 
for LENS quality 


He’s a good judge of quality in the ordinary things 
he buys and uses for work and play. But when he 


needs lenses, he relies on your judgment of quality. 


There’s never a doubt about quality when prescrib- 


WIDESITE* 
ing Widesite Corrected Curve Lenses. You can de- 


pend on them for— CORRECTED CURVE LENSES 


WHITE OR TONETEX® 


FOR PRECISION VISION 


Strict adherence to tolerance standards guaran- 


teeing accurate interpretation of prescription. 
2 Consistent edge and center thickness. 


3 Super-accurate centering. 


@ Unsurpassed contour accuracy and quality. 


Uniform surface and internal quality. 4° 
The Swind 


Available from your Independent Supplier. See the SHURON vision 
care message in the 
June 9 issue of the 
SHURON OPTICAL COMPANY, INC., GENEVA, N.Y. POST. 
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SIDE ERFECTS” 


T SPRAY /GARGL 


a 


infectious and. 


—non-infectious sore 
throat involvements as: 
throat 
wpost-tonsillectomy 
post-nasal drip 
tense, non-salivating 
throat found in actors, 
singers and artists 


Easy-to-use 
Larylgan Throat Spray 
supplies medication 


plastic squeeze: atomizer, 


no additional cost 
to the patient. 
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*Thorazine’ is available in ampuls, tablets and syrup 


(as the hydrochloride), and in suppositories (as the base). 
*T.M. Reg. ULS. Pat. Off. for chlorpromazine, S.K.F. 
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in ocular surgery, ‘THORAZINE’ 


produces “‘a more relaxed patient, and an uneventful 
post-operative period” 

‘Thorazine’ produces “‘a calmer, more co-operative patient. ... 
barbiturates given alone may make a patient drowsy even to the point 
of sleeping, but do not diminish the fear of and reaction to the pain... 


nor do they allay pre-operative anxiety. |“Thorazine’] seems to produce 
a more relaxed patient, and an uneventful post-operative period.” 


lessens the need for patient co-operation 


“The main advantages of |“Thorazine’ premedication] are: 

(1) no co-operation is required from the patient during the operation 
or for several hours afterwards; (2) it produces a low-tension eye ideal 
for intraocular surgery; and (3) the recovery period is 

extremely tranquil.” 


controls nausea, vomiting and anxiety 


“There was no nausea, vomiting or anxiety, somnolence was 
pronounced and amnesia was noted frequently. Complications 
attributable to ‘Thorazine’ were completely absent. 


“Tt is safe to conclude that ‘Thorazine’ . . . is an extremely valuable 
addition to preoperative medication in patients to be done under 
local anesthesia.’”* 


Smith, Kline & French Laboratories, Philadelphia 1 


. Becker, B.: Chlorpromazine—A New Anti-Emetic Agent, Am. J. Ophth. 38:576 (Oct.) 1954. 
. Moore, J. G.: Chlorpromazine (Largactil) as a Premedication in Ophthalmic Surgery, 
Brit. J. Ophth. 39:109 (Feb.) 1955. 
. Nutt, A. B., and Wilson, H. W. J.: Chlorpromazine Hydrochloride in Intraocular Surgery, 
Brit. M. J. 1:1457 (June 18) 1955. 


Fritz, M. H.: Thorazine® as Preoperative Medication in Ophthalmology and Otolaryngology, 
Eye, Ear, Nose & Throat Monthly 34:515 (Aug.) 1955. 
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| Announcing a new solution far eve infections | 


‘NEOSPORIN 


OPHTHALMIC SOLUTION 


guards eyes meticulously against bacteria 


— 
EOSPORIN 


Antibiotic > 
MC 


Each cc. contains: 


*Aerosporin’™® Sulfate Polymyxin B Sulfate .......... 5,000 Units 
Neomycin Sulfate 


(Equivalent to 1.75 mg. Neomycin Base) 


Bottles of 10 cc. with sterile dropper. 


Also available—for dermatologic and ophthalmic infections: 
*‘NEOSPORIN’® brand Polymyxin B—Bacitracin—Neomycin ANTIBIOTIC OINTMENT 
Tubes of 1 0z., % oz. (with applicator tip), and % oz. (with ophthalmic tip). 
Literature available on request. 


BR cunnovens WELLCOME & CO. (U.S.A.) INC., Tuckahoe, N. 
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E. E. N. T. 
CHAIRS 


Shown above 
is the #650 
Reliance Chair, 
a foot hydraulic 
model of out- 
standing quality. 


On the right is the 
#550 Treatment 

Chair with its 
Convenient single 

lever control for raising 
and lowering, locking 
the revolving action and 
reclining the chair 

(see small pen sketch). 


May we send you information about these and 
the many other fine Examination and 
Treatment Chairs produced by Reliance? 


Manufacturers since 1898 


KOENIGKRAMER CO. 


4 1914 Western Avenue Cincinnati 14, Ohio 


F.&F. 
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external 
ocular 


fizer broad-spectrum antibiotics, 


Tetracyn or Terramycin; Coztrit, 
anti-inflammatory hormone, 
| ides another powesful. 
therapeutic agent 
| Tetracyn.... 


OPRTRALMIG OINTMENT 
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The test of time prove 


s th 


at the “LACRILENS”® con 


tact lens can be worn 


for long periods of time in aphakia and in all sports, including swimming. 


Manufacturers of 
all types of 
Contact Lenses 


Write for Brochure 


Embryology of the Eye 
Embryology of the Ear 


MOTION PICTURE 
SLIDES 


OPHTHALMIC ATLAS OTOLARYNGIC 
PATHOLOGY of PATHOLOGY 
PATHOLOGY 
STUDENTS MANUALS TEACHERS 
OPHTHALMOLOGY SURGERY OTOLARYNGOLOGY 

Cataract Types Retinal Detachment The Labyrinth 
Cordes Arruga McNally 
Biomicroscopy Ocular Surgery Hearing Handicapped 
Goar Berens Hoople 
Neuro-ophthalmology Plastic Surgery Hearing Tests 
Leinfelder Becker Juers 
Glaucoma Description of theOrbit | Larynx 
Meyer Fralick Pressman 
Visual Fields Temporal Bone Embryology, E. N. T. 
Rucker Farrior Van Alyea 
Ocular Motility Otolaryngologic Surgery 
Scobee Pressman 
Refraction Strabismus 
Snydacker Swan 


Refraction Difficulties 
Veasey, Jr. 
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FOR A FULL VIEW OF THE FUNDUS 
WITHOUT PARALYSIS OF ACCOMMODATION 


MYDRIATIN PROVIDES 


DRAMATICALLY 


PHENYLEPHRINE HCI. 5% and RAPID 
EUCATROPINE HCI. 5% WITH 

METHYLCELLULOSE YET SAFE 
STERILE SOLUTION in MYDRIASIS 


DROPPER SEALED BOTTLES 7.5 cc. 


NON-TOXIC NON-SENSITIZING ECONOMICAL 


One drop dilates pupil fully in less than 20 minutes. 
Pupil returns to normal within 2 hours. | Qt aU? 
Can be used on patients of all ages. <@> 


OPHTHALMOS, INC., Union City, N. J. 


Distributed in Canada by 
PROFESSIONAL SALES CORP., Montreal 29, Quebec 
MYDRIATIN !S A TRADEMARK OF OPHTHALMOS, INC. 


—storz—_ 


For 
Use with 
MAGNET 


F orce Pp Hemostatic, Mosquito, 


non-magnetic for use with magnet in removing of foreign bodies in 
ocular surgery, delicate model, with narrow tips............. Each $ 7.50 


Six for $40.00 


lorg Justrument Comnauy 


4570 Audubon Ave. ST. LOUIS 10, MO. 
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The Last Word in Versatility 


TELL 


EXECUTIVE 


BIFOCAL 


The fundamental optical design for 
the Tillyer Executive Bifocal dates 
back 250 years to Benjamin Franklin. 
But, to American Optical must go 
the credit for fully developing this 
unique lens design and creating an 
exclusive bifocal lens which has no 
peers for versatility—The Executive. 


The Executive solves many of the 
problems you face with bifocal pa- 
tients—especially, first-time wearers. 
Here are some of the major reasons: 
Image jump is completely eliminated. 


The wide segment affords unparal- 
leled fitting flexibility. Segment is 
full width of lens with a maximum 
height of 28mm. 


The Executive incorporates the 
Tillyer Principle of corrected curves for maximum marginal correction. 


The one-piece design reduces color aberrations to a minimum. 


If you aren’t already prescribing Executives, give them a try—you and 
your patients will be glad that you did. 


American Optical 


« 
aye 
pew 
3 
og 
& 
j 
3 
‘ 
é 
: 
| 
‘ 
ay 
< 
. 


A COMPLETE TREATMENT ROOM IN A SMALL AREA 


The dimensions in the above photograph are 5’ 9” along one wall and 4 2” along the other. In this area, 
conveniently arranged, is everything needed to make a compiete examination. However, it need not be con- 
fined to this limited space. The complete absence of piping and wiring is especially noticeable. A number 
of other arrangements will be furnished on request. 


Treatment Stand: Covered with stainless steel. Contains: air reguiator with gauge, tubing, cutoff and air 
filter; nasopharyngoscope rheostat; push button; cautery transformer and rheostat; transilluminator com- 
plete with rheostat, cord, handie, lamps, antrum and frontal tips; seven metal drawers on fiber runners and 
one large drawer for towels: waste container; bakelite covered work table; space for six spray bottles, twelve 
solution bottles, shelf for cotton jors; pocket for history card or prescription blanks; and a spray bottle 
heater; the whole presents an attractive appearance and will not tarnish and is easy to keep clean. Price 
complete without glassware $195.00. Without air but with are equipment $165.00. With air equipment 
only $150.00. Without either air or electrical equipment $115.00. Glassware available. 


Chair: Can be placed in horizontal position, will not tip in this position; raised and lowered by large hand 
wheel; paper covered headrest removable; locked with foot- ae bakelite armrests removable. Back locks 
rigidly in any position. As shown in brown or green. $150.00 


Turning Chair: By adding a footrest and the necessary handles this chair can be used for turning tests. Al! 
the additional equipment is easily and quickly removable. Add. $30.00. 


Combined Suction and Cuspidor: This is an entirely new piece of equipment. It was designed to eliminate 
the cost of installing a separate suction. The apparatus is 12” wide and pro,ects 13144” from the wall. The 
flushing rim and the suction is furnished with a vacuum breaker and should meet all plumbing re- 
quirements. Stop and trap not furnished. Available in ivory, green and white. Price $95.00. 


Ceiling Light: A telescopic light attached to the on = be attached to base board in back of 
chair. Available in 4, 5, 6 and 7 ft. (extended). "S650 (add one dollar per ft.). 


Light Shield: Takes an ordinary 100 watt lamp. Will not burst; spot can easily be rotated. $5.00. 
Stool: A soft upholstered stool with easy running ball bearing stem casters. $20.00. Stool with back, $26.00. 
All the equipment shown in this advertisement, ready to be attached to your air system, $531.50. 
CATALOG SENT ON REQUEST 
All Prices are F.O.B. Los Angeles, Calif. 


Surgical — Mechanical — Research, Inc. 


1901-1903-1905 Beverly Blvd. SMR Los Angeles 57, Calif. 
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inflammatory, allergic eye disorders 


in acute episodes / 


(PREONISOLONE) 


* up to 5 times as potent as hydrocortisone 
* minimizes sodium retention, edema, weight gain 
* spares patients salt-poor diets 


tablets supplied in 3 strengths—1 mg., 2.5 mg., 5 mg. 
—for convenient, individualized therapy. 


METICORTELONE,* brand of prednisolone. 
=T. M, 5-956 2/c 
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The Traveling Man 2 
from Mager & Gougelman 


Eddie Kerr has helped physicians fit 
thousands of patients with artificial 
eyes. Like the other experts from our 
offices, he provides you with technical 
information and assistance on difficult 
cases. The samples in his case will 
match many patients. Or, he can 
make eyes that perfectly match with 
the materials he carries. One of our 
experienced men visits most areas 
regularly—another reason to call or 
write our nearest office for your next 
ocular prosthesis. 


® Made to order 


Complete @ Selections from stock 


@ Eyes sent on memorandum 
Glass same doy order received 
® Damaged or broken eyes 
. accurately matched 
and Plastic @ Fitted to all types of 


motility implants 


Artificial tye implants, 


X-Ray therapy shields, 


Service foreign body locators 


® Superior Quality — 
Finest Workmanship 


Mager aud Geugelman ine. 


Serving the Profession Since 1851 


30.N. Michigan Ave. Madison Ave. 
Chicago 2, New York 22, N. Y. 


CLEVELAND DETROIT KANSAS CITY 
MINNEAPOLIS ST. LOUIS 
BOSTON PHILADELPHIA PITTSBURGH WASHINGTON 


Permits interchange of higher ‘or lower power 
lens mountings. Designed to give complete 
comfort when wearing glasses. Can be steril- 
ized without harm. Now available with choice 
of 1'2X, 2K or $12.50 P.P. Additional 
powers $5 pr. ppd. 


BARNETT Optical Laboratories 
3120 North Cicero Ave., CHICAGO 41, ILL. 


THE AMERICAN 
ORTHOPTIC JOURNAL 


official organ of 
American Association 
of 
Orthoptic Technicians 


Sponsored by the 
American Orthoptic Council 


Subscription price—$2.00 


Published annually 
1951 — 1955 


Back numbers 
still available—$2.00 


AMERICAN ACADEMY OF 
OPHTHALMOLOGY AND 
OTOLARYNGOLOGY 
100 First Ave. Bidg. 
Rochester, Minn. 
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SPHERES OF INFLUENCE 


® 


TERRA-CORTRIL 


brand of oxytetracycline and hydrocortisone 


OPHTHALMIC SUSPENSION 


disorders infection 
complicated by | With 
infection ‘inflammatory 
symptoms 


provides the combined action of Cortrit,® potent adrenocortical hormone, 
and TERRAMYCIN,® highly successful broad-spectrum antibiotic, for a variety 
of organisms encountered in ophthalmologic practice. 


SUPPLIED: in amber bottles of 5 cc., with sterile eye dropper, containing 5 mg. 
oxytetracycline hydrochloride (Terramycin) and 15 mg. hydrocortisone acetate 
(Cortrit) per cc. of sterile suspension. Also available: Cortrri. Acetate Ophthalmic 
Ointment and Corrrit Tablets. 


PFIZER LABORATORIES Pfizer, Division, Chas. Pfizer & Co., Inc. Brooklyn 6, New York 
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for otitis 


AEROSPORIN 


POLYMYXIN B SULFATE WITH PROPYLENE GLYCOL 


OTIC 


Specifically armed at aural pathogens— 


SULFATE 


bactericidal to most gram-positive and gram-negative 
organisms, particularly Ps. aeruginosa, the 
commonest cause of otitis externa. 


fungicidal to most of the dermatomyces found in the ear. 


For otitis externa, whether acute or chronic, an exceptionally high 
percentage of complete clearance in a short time. 


For chronic otitis media (when the ear drum is perforated); prefer- 
ably in conjunction with systemic therapy. — 


Bottles of 10 ec. (with dropper) 


z Burroughs Wellcome & Co. (U.S.A.) Inc., Tuckahoe 7, New York 
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ONLY RITTER 
OFFERS YOU f6 


A COMPLETE =< 


UNIT 


=’ 


You have everything at your fingertips! ... with a 
Ritter Ear, Nose and Throat Unit. With this unit, 
equipment necessities for ENT work are carefully 
placed within your examining and treatment area 
... the cuspidor,conveniently located for patient use 
... the surgical aspirator with interchangeable tips 
right at hand... the low voltage instruments and 
spray bottles, centrally located for easy grasp...a 
swinging tray, holding medicaments and other in- 


struments, effortlessly positioned to suit your needs. 

The Ritter Ear, Nose and Throat unit was de- 
signed to help you utilize your skills to the fullest 
extent with a minimum of effort. You have your 
choice of four models—the cuspidor on the right or 
left side as an integral part of the unit, or a right or 
left-hand unit with the surgical cuspidor separate 
for placing on the opposite side of the chair. 


WRITE for complete, detailed 


information on the Ritter ENT 
Unit, Ritter ENT Motor Chair, 
or Ritter Combination Ear, Nose 
and Throat-Oral Surgery Unit. 
Ritter Company Inc., 4818 Ritter 
Park, Rochester 3, New York. 
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and suction potties 
within easy reach 
swingins -qstrument table easily PO 
<itioned ‘where YOU want it with 4 | 
rouch of the angers: Stainless steel 
tray holds grerilized _qstrument> 
plus any electrical 
ments in readiness: | 
Low voltage 
| \ sqstruments 
ready for | 
| instant Us® 
| Low voltage snstru- 
ments positioned 
for easy grasP> are 
| used without con- 
stant cord pull, yer 
are returned ro the 
unit with 4 flick of 
the wrist. Current 
curned off whe® _qstrument returned 
to holder: 
Indiv control cau- 
Auxiliary gwitch can control room ; 
lighting or Ritter Compressok All 
controls and call butto® are within 
easy reach “pressure and vacuum 
gauge visible from operating posi 
tion. Unit has extra plug-iack on 
side, fOF attaching head lamP of 
other voltage _qstrument®: 
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The Sixty-First Annual Convention 


More than six thousand persons will register for the annual meet- 
ing of the Academy during the five days, Sunday through Friday. 
More than twenty-five hundred Fellows, more than one thousand 
guests, more than one hundred fifty residents, more than one hun- 
dred fifty candidates, more than one hundred orthoptic technicians 
will take part in the most comprehensive educational program ever 
conducted for ophthalmologists and otolaryngologists. Some of the 
special events will be oversubscribed and early registration is 
recommended. 


THE TEACHERS’ SECTION: Sunday, October 14, 10:30 am., 
in the Grand Ballroom. A combined meeting of the Ophthalmologic 
and Otolaryngologic Teachers’ Sections. President Furstenberg; 
Ruedemann, Hoople and eminent guest speakers will discuss the fu- 
ture standing of Ophthalmology and Otolaryngology in Medical 
Education. 


| 

| 

PLASTIC SURGERY: Tuesday, 6:30 p.m. Dinner at the CON- | 

GRESS HOTEL, Glass Hat. $7.50 per plate. Order dinner tickets in | 

advance. Your order will be acknowledged and your ticket placed in ] 

your advance registration envelope. All orders must be accompanied | 

by check to cover cost of ordered tickets. | 

ANNUAL DINNER: Palmer House, Grand Ballroom, Monday, | 
October 15, 7:00 p.m. Entertainment—dancing—no speeches— 

excellent steak dinner. Ten dollars—seats reserved. 

| 

| 

| 
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LADIES ENTERTAINMENT: Look for special announcement. 


EXHIBITS: Scientific exhibits on the Club Floor, Foyer and Rooms 
15, 16, and 17. Technical exhibits in Exhibition Hall and Red 
Lacquer Rooms. 


INSTRUCTION COURSES: Orders are now being filled. 


CLINICS IN MEXICO: A postconvention tour of Mexican cities 
with visits to the outstanding hospitals of Mexico City—tour capac- 
ity limited — regular scheduled flights — no chartered planes —a 
delightful trip to interesting cities and resorts of old Mexico. 


Hotel reservation in Chicago for the week of the meeting should be secured now. 
Write the Chicago Convention Bureau, 33 North La Salle Street, Chicago 2; give your 
order of choice of three hotels, type of room desired, date of arrival and departure. 
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American Academy of Ophthalmology and Otolaryngology 
THE COUNCIL — 1956 


A. C. Ann Arbot; . President 
M. Hayward Post, St. Louis .............. First Vice-President 
Henry L. Williams, Rochester, Minnesota . Second Vice-President 
Walter S. Atkinson, Watertown, New York . Third Vice-President 
Frederick C. Cordes, San Francisco .......... es Past President 
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Kenneth L. Roper, Chicago ......-.cccseccsccccccccccsscececes Secretary for Ophthalmology 
Lawrence R. Boies, Secretary for Otolaryngology 
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OPHTHALMOLOGY 
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FAILURE IN CONGENITAL CATARACT SURGERY: 
A STUDY OF FIFTY-SIX ENUCLEATED EYES 


FREDERICK C, CorpEs, M.D. 
SAN FRANCISCO, CALIFORNIA 


It is indeed an honor to have been 
asked to give the Edward Jackson Lec- 
ture. Dr. Jackson, who was born in 
1856 and died in 1942, was one of the 
really great figures in ophthalmology. 
In 1888 he became professor of diseases 
of the eye at the Philadelphia Polyclinic 
Hospital, and in 1890 he was appointed 
surgeon at Wills Eye Hospital. Because 
of the poor health of his wife, he moved 
to Denver in 1894, and it was this move 
that introduced him to the Far West, 
where he was destined to play such an 
important part in ophthalmology. When 
Dr. John Weeks also established himself 
in the West, in Portland, he and Dr. 
Jackson kept in close touch with each 
other, and their warm, lively friendship 
was a source of pleasure to them both 
as long as they lived. 


Dr. Jackson’s accomplishments are 
too well known to need reiteration, but 
I should like to mention two of his ac- 
tivities. He took a prominent part in the 
organization of the American Board of 
Ophthalmology and was its first presi- 


From the E. S. Heller’ Laboratories of the Depart- 
ment of Ophthalmology, University of California 
Medical Center, San Francisco. 

Acknowledgement is made to Dr. Kenneth Swan, 
Dr. Algernon B. Reese, Dr. Alston Callahan, Dr. 
Frederick Carriker, and the Armed Forces Institute 
of Pathology for some of the material and histories 
used in this paper. Particularly, I wish to express 
my thanks to General Elbert DeCoursey and Dr. 
Lorenz Zimmerman of the Armed Forces Institute 
of Pathology, who made it possible for me to obtain 
32 case histories and sections of eyes from the In- 
stitute. 

Presented at the Sixtieth Annual Session of the 
American Academy of Ophthalmology and Otolaryn- 
gology, Oct. 9-14, 1955, Chicago. 


345 


dent, and in 1917 he became the first 
editor of the third series of the Ameri- 
can Journal of Ophthalmology, which 
combined a number of small publica- 
tions. 


Dr. Jackson joined the Pacific Coast 
Oto-Ophthalmological Society in 1911 
and attended every one of its meetings 
until 1939. In the course of these meet- 
ings it was my great privilege to be- 
come well acquainted with him. He was 
a modest man, always liberal in praise 
of the work of others, always genial and 
friendly, an indefatigable worker, and a 
great teacher who was interested above 
all in the young men in ophthalmology. 
The warmth of his personality was nev- 
er more apparent than during the early 
morning walks so many years ago when 
it was my good fortune to accompany 
him through the grounds of the old Del 
Monte Hotel. His words of advice and 
encouragement to me as a young man 
were never-to-be-forgotten gems. 


And so | feel that indeed it is a great 
honor for me to be allowed to present 
this Edward Jackson Lecture. 


INTRODUCTION 

It has been known for many years 
that the surgery of congenital cataracts 
does not offer as good a prognosis as 
the surgery of cataracts in the adult. As 
long ago as 1805, James Ware, in his 
book Chirurgical Observations Relative 
to the Eye, made the statement, “Opera- 
tion is not so certain a cure for cataract 
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in children as in persons of more ad- 
vanced age.” A certain percentage of 
the failures can be attributed to congeni- 
tal anomalies that interfere with the res- 
toration of vision; others are the result 
of well-recognized early and late post- 
operative complications. Clinical obser- 
vation suggests that certain of these 
complications may be associated with 
the type of operative procedure em- 
ployed. In a search for histopathologic 
confirmation of such an association, a 
study has been made of 56 eyes re- 
moved after surgical failure. 


The operations employed for the cor- 
rection of congénital cataracts are 
(1) simple discission, usually repeated a 
number of times; (2) through-and- 
through discission (Ziegler operation ) ; 
(3) discission followed by linear ex- 
traction; (4) simple linear extraction; 
and (5) linear extraction with limbal in- 
cision and iridectomy, with or without 
sutures. Optical iridectomy is used so 
rarely that it is not considered in this 
discussion. 


The Complications of Congenital 
Cataract Surgery and Their Possible 
Relation to Type of Surgery 


The most frequent complications of 
congenital cataract surgery are glau- 
coma, pupillary displacement or occlu- 
sion, and retinal detachment. Seen less 
frequently are corneal changes (e.g., 
edema and bullous keratitis), epitheliza- 
tion of the anterior chamber, uveitis, 
sympathetic ophthalmia, atrophy of the 
globe, phthisis bulbi, endophthalmitis, 
and panophthalmitis. 


Glaucoma. The causes for this com- 
plication, which have been reviewed by 
Chandler,’ are as follows: 


1. A rapid swelling of the lens which 
pushes the iris forward and blocks the 
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pupil. This is most likely to occur after 
discissions in which the opening in the 
capsule has been too small. 


2. The retention of a large amount 
of cortex in the anterior chamber. This 
can occur in discission or in linear ex- 
traction. When it occurs in linear extrac- 
tion,* opening the wound and washing 
out the cortex controls the glaucoma. 


3. Blocking of the pupil as a result 
of iris bombée. This complication occurs 
when the pupil is not well dilated, or as 
a result of considerable inflammatory 
reaction. 


4. The formation of peripheral ante- 
rior synechias as a result of delayed 
restoration of the anterior chamber. 
This complication occurs in linear ex- 
traction and can be prevented if the in- 
cision is made at the proper angle so 
that a valve-like opening is established. 
The injection of air before the patient 
leaves the table is also an important pre- 
ventive. The importance of restoring 
the chamber at the time of operation has 
been stressed by Otto Barkan. 


Chandler’ regards incarceration of 
iris or lens material in the wound as an- 
other frequent cause of peripheral ante- 
rior synechias. 


5. Blocking of the pupil by vitreous 
and filling of the anterior chamber by 
vitreous. This complication as a cause 
of secondary glaucoma has been stressed 
by Velhagen.'? It may occur after linear 
extraction when there has been vitreous 
loss, but it is most likely to occur after 
repeated discissions. At times the vitre- 
ous completely fills the anterior cham- 
ber; in this event it is probably a fac- 
tor in the production of peripheral an- 
terior synechias. If linear extraction is 
properly performed, there is little dan- 
ger of vitreous loss.° 


Pupillary displacement or occlusion. 
The principal causes of pupillary dis- 
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placement, as given by Huerkamp,"! 
are prolapse of the iris, contusion of the 
iris, and prolapse of the vitreous. Huer- 
kamp found that in 52 per cent of cases 
that had had five operations, there was 
pupillary displacement. In this series he 
found that the greater the number of 
operations the higher the percentage of 
pupillary displacement. 


Occlusion of the pupil may result 
from the formation of a thick membrane 
composed of capsule and lens material, 
or of a complicated membrane due to 
inflammation, organized exudate, or 
hemorrhage. Velhagen!? stated that in 
evaluating a membrane or aftercataract 
it was difficult to differentiate between 
proliferation of the capsule and the for- 
mation of an inflammatory pupillary 
membrane. He advised that these mem- 
branes or aftercataracts be operated 
upon by discission with deWecker scis- 
sors so as to prevent pulling on the cil- 
iary body, which could cause hemor- 
rhage in the anterior chamber. Denig,’ 
Chandler,’ and Cordes* have all stressed 
the fact that failure to do an iridectomy 
in those cases in which the pupil will not 
dilate preoperatively may be another 
factor in the production of occlusion 
of the pupil. Horay’® felt that the small, 
bound-down pupil was probably the 
chief cause of postoperative complica- 
tions; therefore, he advised that iridec- 
tomy be done in every case. In a per- 
sonal discussion, Chandler stated that 
when the eye was very small and the 
pupil would not dilate well preoperative- 
ly, he did an iridotomy below in addition 
to the iridectomy, since the pupil might 
draw up in such cases if an iridectomy 
alone were done. 


Velhagen!’ pointed out that as long as 
there is cortical material in the area of 
the discission, injury to the posterior 
capsule (vitreous) breaks up resorption 
and is one of the causes of inflammatory 
pupillary membrane formation. 
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Another cause of membrane forma- 
tion in the pupillary area which may 
occlude the pupil or produce posterior 
synechias is the discontinuance of my- 
driatics before all the cortex is absorbed. 


Retinal detachment. This important 
postoperative complication has received 
a good deal of attention. As stated by 
Doggart,® an important consideration to 
be borne in mind is the predisposition 
of the aphakic eye to retinal detachment. 
The association of detachment with 
aphakia is not always apparent, how- 
ever, since twenty years or more may 
elapse before the retina detaches and by 
that time the patient is likely to be under 
the care of another ophthalmologist. 
Foster Moore’ felt that removal of the 
lens, whether by extraction or discis- 
sion, predisposed to development of de- 
tachment of the retina. Doggart® went 
so far as to state that enough evidence 
had accumulated to suggest that an eye 
deprived of its lens had at least one 
chance in four of sustaining retinal de- 
tachment within two or three decades. 


Denig,’? Barkan,? Cordes, Doggart,® 
and others have all maintained that ret- 
inal detachment is most apt to be a late 
complication. Shapland!’ found that the 
average interval between discission and 
the onset of detachment was 24.6 years. 
A number of reasons for this delay have 
been given. Denig’ feels that delayed 
resorption of lens material could lead to 
recurrent irritation of the uvea, which 
might produce a delayed detachment. 
Huerkan:p"! found that the pupil was 
displaced in 54 per cent of the cases of 
retinal detachment. 


Most authorities agree with Chandler? 
that the more the vitreous is disturbed, 
the greater the danger of retinal detach- 
ment as a late complication. Vitreous 
loss at the time of operation, with vitre- 
ous incarcerated in the wound, is apt to 
result in cicatrization, later in contrac- 
tion, and eventually in detachment 
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through traction.'? Owens and Hughes!® 
state that the type of operation relates 
significantly to postoperative complica- 
tions, and Chandler,’ Barkan,? Horay,!° 
Knapp!’ and others all agree that late 
detachment occurs much more frequent- 
ly after needling, especially repeated 
needling, than after linear extraction. 
Foster Moore!* found that 7 per cent 
of all eyes operated upon for congenital 
cataract by needling developed retinal 
detachment; Shapland!’ found the fig- 
ure to be 10.7 per cent against 2.2 per 
cent in senile cataract. In 22 patients re- 
porting to Moorfields with retinal de- 
tachment after needling, 40 eyes had 
been operated upon; at the end of an 
average of 24.6 years, there were 33, or 
82.5 per cent, with retinal detachment. 


Neame!> felt that the operation de- 
vised by Ziegler should be abolished, 
since detachment was more likely to fol- 
low it than other procedures, and this 
opinion was concurred in by Spaeth.!8 
Cridland® agreed that any procedure 
that caused disturbance of the vitreous 
was a bad thing. He found glaucoma 
and detachment in a series of eyes which 
had undergone Wheeler discissions, and 
he emphasized that in performing a cap- 
sulotomy for an aftercataract or second- 
ary membrane, the minimum procedure 
should be adopted which would produce 
a central opening. 


In his series Shapland!’ found that 
progressive myopia must be considered 
as a possible etiologic factor. Trauma ac- 
counted for 13.6 per cent of his cases. 
As a possible explanation for the evolu- 
tion of the detachment, he suggested 
further that in a certain percentage of 
cases the repeated needlings, especially 
when applied to a dense capsule, pro- 
duced traction on the zonule and caused 
a retinal dialysis; that the retinal mar- 
gin flapped inward toward the vitreous, 
thus hindering reattachment, and that 
then, years later, as the vitreous slowly 
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underwent degenerative changes, the 
more fluid portion got behind this flap 
and initiated a retinal detachment in the 
usual manner. Holes are found only 
rarely in these cases (in 15.2 per cent 
of Shapland’s series), and the operative 
prognosis is usually very poor. 


Corneal edema, bullous keratitis, and 
vascularization of the cornea develop in 
some of these cases as a result of other 
severe complications. As a more direct 
association, Velhagen'? suggested the 
possibility that corneal dystrophy might 
occur if vitreous touched the posterior 
surface of the cornea after vitreous loss 
or after a breaking of the hyaloid which 
would permit vitreous in the anterior 
chamber. Denig’ also noted that there 
seemed to be some association between 
retinal detachment and corneal epithelial 
dystrophy. 


Phthisis bulbi is another complication 
of congenital cataract surgery. Huer- 
kamp found it in 69 per cent of the eyes 
that developed “severe complications” 
postoperatively. Velhagen'? felt that the 
pulling action of the capsule forceps in 
attempts to remove a shrunken cataract 
or a very dense aftercataract could cause 
a good deal of damage to the ciliary body 
which would result later on in phthisis 
bulbi. Kiss!* made the interesting ob- 
servation that the usually harmless ir- 
idectomy for prolapsed iris is a danger- 
ous procedure, predisposing to phthisis 
bulbi, when performed in the first year 
of a child’s life. 


The Relation of Type 
of Surgery to Clinical Results 


Clinical experience with congenital 
cataract surgery suggests a definite re- 
lationship between the type of surgery 
and the quality of the results achieved. 
The reports of Falls,? Horay,'!® Owens 
and Hughes,'® Bagley,' Chandler,’ and 
others would seem to indicate that some 
form of linear extraction is the opera- 
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tion of choice. If the pupil can be dilated 
easily preoperatively, the simple linear 
extraction would seem to be preferable ; 
if the pupil is difficult to dilate, iridec- 
tomy followed by linear extraction is in- 
dicated. 


Experience has shown that no one 
operation can be recommended to the 
exclusion of all others. In cases of mem- 
branous cataract, shrunken cataract, or 
aftercataract, linear extraction quite ob- 
viously is not indicated because of the 
danger of vitreous loss when an attempt 
is made to grasp the capsule. There is 
added danger in the fact that in such 
cases there are often adhesions to the 
vitreous face. These cases can readily be 
diagnosed on the basis of a deep cham- 
ber and iridodonesis. Some form of dis- 
cission, with the least possible damage 
to the vitreous, is then indicated. 


A stupyY OF 56 EYES REMOVED AFTER 
CONGENITAL CATARACT SURGERY 


In an attempt to determine, on a his- 
topathologic basis, the relationship be- 
tween failure in congenital cataract sur- 
gery and the type of operation em- 
ployed, 56 eyes were studied microscop- 
ically. Forty (71.6 per cent) of the 56 
had been enucleated after needling, 14 
(25 per cent) after linear extraction 
and 2 (3.4 per cent) after operations 
the type of which had not been record- 
ed (table I). Of the eyes in which a 
needling had been done, 29 (72 per 
cent) had had multiple needlings ; 11 (25 
per cent) had had a single needling, one 
of which had had a Ziegler through-and- 
through operation (table II). One of the 
linear extractions followed a needling. 


POSTOPERATIVE COMPLICATIONS 
Glaucoma 
Of the 56 eyes removed, 26 (46 per 


cent) had had glaucoma. Of this group, 
21 eyes had been removed after need- 
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TABLE | 


Firry-Srx Eyes ENucLEATED AFTER FAILURE 
OF CONGENITAL CATARACT SURGERY 


TYPE OF NUMBER PERCENTAGE 
SURGERY OF CASES 
Discission 40 71.6 
Linear extraction 14 25 
Type of 
surgery unknown 2 3.4 
TABLE IT 
Forty Eves OprrAtep Upon By DIscIssIONn 
TYPE OF NUMBER | PERCENTAGE 
DISCISSION | OF CASES 
Multiple discission | 29 72 
Single discission | 10 26 
Ziegler through- 
and-through l 2 
Tasce 


GLAUCOMA PRESENT IN 26 EYES 
(46 Per Cent or ALL CASES) 


TYPE OF NUMBER | PERCENTAGE 
SURGERY OF CASES 
Multiple discission | 16 61.5 
Single discission 5 19.4 
Ziegler through- 
and-through 3.8 
Linear extraction | 4 15.3 


ling, 4 after linear extraction, and one 
after the Ziegler through-and-through 
operation (table III). Of the 21 glau- 
comatous eyes enucleated after needling 
(52 per cent of the eyes needled), 16 
(71 per cent) had had from two to six 
needlings. The 4 glaucomatous eyes that 
had had linear extraction represented a 
total of 27 per cent of all linear extrac- 
tions. Thus, in this series, glaucoma was 
very much more frequent after needling, 
especially after multiple needlings, than 
after linear extraction. 
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Factors leading to the development of 
glaucoma. There was occlusion of the 
angle in 20 of the 26 glaucomatous eyes, 
and all but 2 of them were eyes enucleat- 
ed after needlings. In most instances 
there were several contributing and usu- 
ally related factors underlying the glau- 
coma. 


1. Uveitis was a contributing factor 
in many cases, as evidenced by the pres- 
ence of anterior synechias that obliterat- 
ed the chamber angle. There was one 
case (no. 5) of absolute glaucoma. In 
some instances there were also posterior 
synechias, e.g., case 35, and in still oth- 
ers a considerable part of the iris was 
adherent to the posterior corneal sur- 
face, e.g., cases 7, 8, and 27. 


2. Buphthalmos was present in 5 
cases, all of which had been subjected to 
multiple needlings. The patient in case 7 
had a normal eye until after a second 
needling at 12 months, when glaucoma 
and buphthalmos developed. In case 11, 
that of a 25-year-old man, the buphthal- 
mos developed after several “operations” 
in childhood, and the eye was enucleat- 
ed because of the pain of absolute glau- 
coma. Case 27 was that of a 12-year-old 
boy whose eye was normal in size until 
after the second needling when he was 
4 years of age, when it began to en- 
large. In case 30, that of a 9-year-old 
boy, there was marked enlargement of 
the anterior segment with an intercalary 
staphyloma; the mother was not sure 
after which of several needling opera- 
tions the changes had started. Case 43 
was that of a 7-year-old boy with rubella 
cataracts. The left eye started to in- 
crease in size when the child was 2 years 
of age, after the second needling. The 
right eye, which also had a congenital 
cataract, had a single needling, five 
months after the birth of the child, with- 
out complications. 


3. Intraocular hemorrhage was the 


cause of glaucoma in 10 eyes. Eight 
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of these had had multiple needlings. In 
2 cases the hemorrhage resulted from 
trauma and can therefore be excluded 
from the present discussion. Two cases 
followed surgery for glaucoma that de- 
veloped after cataract surgery: in case 4 
an iridencleisis had been attempted in 
connection with a linear extraction; in 
the other case the operative hemorrhage 
followed a third discission. 


4. Spontaneous hemorrhage occurred 
in 5 cases. In cases 5 and 6, massive 
subchoroidal hemorrhages developed 20 
years after multiple needlings. In case 
43, massive recurrent hemorrhage oc- 
curred 50 years after multiple need- 
lings ; the eye had had an old detachment 
of the retina. In case 21, in which there 
was recurrent hemorrhage four years 
after surgery, a mass of proliferated 
epithelial tissue, containing blood and 
needle-like spaces (cholesterol slits), 
could be seen in the angle inferiorly ; su- 
periorly, the angle was open but narrow. 


5. Pupillary membrane of a dense 
nature occurred in 6 cases. In case 4, in 
which a linear extraction had been fol- 
lowed by an unsuccessful iris inclusion 
operation, there was a fibrous membrane 
extending inward from the anterior 
chamber angle meshwork and the iris. 
In case 17, that of a 14-year-old boy, a 
severe uveitis developed after a discis- 
sion and the eye was enucleated for fear 
of sympathetic ophthalmia. Examination 
revealed an inflammatory pupillary 
membrane adherent to the anterior sur- 
face of the iris in addition to the degen- 
erated lens substance. There was a mas- 
Sive anterior capsular cataract. In the 4 
other cases, there was membrane forma- 
tion with traction on the ciliary body 
and retina, which will be discussed later. 
Two cases warrant special comment. 


6. Block of the pupil by vitreous. In 
case 21 the eye developed glaucoma af- 
ter the second discission. The pupil was 
completely occluded, with vitreous pro- 
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FLG. 1—Pupil occluded with vitreous prolapse and adhesions to iris surface. 


lapse and subsequent adhesions of vit- 
reous to the iris (fig. 1). Gonioscopic 
examination revealed a completely 
blocked angle. In microscopic section 
the vitreous appeared in the form of a 


thin pupillary membrane adherent to the 
anterior iris surface (fig. 2). In addi- 
tion, there were posterior synechias to 
the lens remnants behind the iris in the 
form of a Soemmering ring. 


FIG. 2—High magnification of anterior iris surface to show vitreous adhesions. 
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In case 42, that of an 8-year-old boy, 
the second discission was followed by 
hemorrhage and glaucoma. Microscopic 
examination revealed iris bombée with 
peripheral anterior synechia. A cuticular 
membrane was seen on the anterior bor- 
der layer at the site of the operative 
wound; it extended to the pupillary 
margin of the iris, to become continuous 
with delicate membrane which 
stretched across the pupillary opening 
to the opposite iris leaf, to which it was 
adherent. The iris was adherent to the 
lens remnants. The cuticular membrane, 
probably a condensed vitreous layer, ex- 
tended backwards through the central 
opening to the lens capsule. 


It was Chandler’ who particularly di- 
rected our attention to these cases. The 
development of glaucoma following con- 
genital cataract surgery may easily be 
overlooked because it is not suspected 
and because of the difficulty of exam- 
ining the eyes of children with congeni- 
tal glaucoma under the slit lamp. Al- 
though it can develop after linear extrac- 
tion when there has been vitreous loss, 
it occurs most frequently after repeated 
discissions. !f a small pupil is complete- 
ly blocked by a membrane, the vitreous, 
when cut into, may come forward and 
again block the pupil. As the pressure 
increases in the posterior chamber, an 
iris bombée may be produced, the vitre- 
ous being forced into the anterior cham- 
ber, sometimes entirely filling it. As 
Chandler’ points out, the possibility of 
this complication is another reason why 
von Graefe’s dictum, “Never do a need- 
ling in the presence of a small pupil,” 
should be observed. 


7. Glaucoma after Ziegler through- 
and-through discission. Case 9 is a most 
instructive one. This patient, a 22-year- 
old woman, was subjected to a Ziegler 
through-and-through discission. Three 
days later the eye became red, painful 
and hard; the diagnosis was that this 
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was an anaphylactic reaction. An at- 
tempt to remove the cortex through a 
keratome incision was unsuccessful and 
accompanied by vitreous loss. Follow- 
ing surgery, the eye developed endoph- 
thalmitis and detachment of the retina, 
with loss of light perception. The re- 
sultant soft, degenerated, sightless eye 
was enucleated. 


Microscopically, the eye did not pre- 
sent the picture of phacoanaphylaxis de- 
scribed by Verhoeff and Lemoine, so 
that in all probability the glaucoma was 
caused by the rapid swelling of the lens 
and resultant blocking of the angle. 
Since it is almost impossible to avoid 
vitreous in the anterior chamber after a 
Ziegler operation, the removal of lens 
substance without vitreous loss and its 
attendant complications, if glaucoma 
should develop, becomes difficult, if not 
impossible. This case bears out the clin- 
ical observation that the possibility of 
this complication is one of the real dis- 
advantages of the Ziegler operation. 


8. Epithelial downgrowth. A down- 
growth of epithelium may be a factor in 
the production of glaucoma. Case 35 was 
that of a 29-year-old man who had had 
multiple needlings. He developed a red, 
painful eve that did not respond to ther- 
apy and was enucleated. Examination of 
the sections showed the iris incarcerated 
in a surgical scar on one side. There was 
a downgrowth of epithelium which had 
encircled the posterior chamber and had 
adhered to the posterior iris surface and 
to the anterior surface of the Soem- 
mering ring (fig. 3). One mass of epi- 
thelial cells was anterior to the iris 
(fig. 4). 


Detachment of the Retina 


Detachment of the retina occurred in 
23 of the 56 cases (41 per cent) ; 18 of 
these followed needling ; 4 followed lin- 
ear extraction; and one occurred 10 
years after congenital cataract surgery 
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FIG. 3-—-Downgrowth of epithelium in anterior chamber. 


FIG, 4—Epithelial cells between iris and cornea. 
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of unknown type (table IV). In one 
patient the detachment developed imme- 
diately after a single needling, and in 
another case it developed soon after a 
linear extraction. In another patient it 
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V ). The longest interval between opera- 
tion and detachment was in case 43, in 
which the detachment developed thirty- 
three years after the last needling (fig. 
5). In some instances it was difficult to 


TABLE IV TABLE V 
DETACHMENT OF RETINA IN 23 Eyes Late DETACHMENT OF THE RETINA 
(41 Per Cent or Att (12 CasEs) 
TYPE OF NU MBER PERCENTAGE TYPE OF NUMBER PERCENTAGE 
SURGERY OF CASES SURGERY 
Discission After multiple 37.9 per cent of 
Single 5 21.7 discission 11 all multiple 
Multiple 13 56.5 discissions 
722 After linear 7.1 per cent 
extraction l of all linear 
Linear extraction 4 17.3 extractions 
Unknown 1 45 Total 12 


followed the cutting of an aftercataract 
with deWecker scissors. 


In one patient (case 3) a discission 
was done for congenital cataract, and 
postoperatively there was a white mass 
in the pupillary area which was diag- 
nosed as retinoblastoma. The eye was 
enucleated, and microscopic examina- 
tion showed the mass to be an old retinal 
detachment. 


There were 13 cases of detachment 
that followed multiple needlings; this 
was 45 per cent of all the cases that 
had multiple needlings. In case 24 the 
condition developed immediately after 
the third needling. 


In case 48, the patient was struck in 
the eye after the second of two discis- 
sions. This resulted in a detachment of 
the retina associated with recurrent in- 
traocular hemorrhage. The eye devel- 
oped a chronic uveitis and became 
atrophic. 


Of particular interest are the 12 cases 
that developed late detachment, 11 after 
multiple discissions and one twenty-six 
years after a linear extraction (table 


Average time between surgery and detachments, 22.2 
years. 


FIG. 5—Retinal detachment occurring thirty-three 
years after last needling. 


determine the exact time of the detach- 
ment, but so far as could be determined, 
the average interval after surgery for 
this group of 11 cases was 22.2 years. 
This corresponds closely with Shap- 
land's clinical finding of an average of 
24.6 years between needling and detach- 
ment. 


The reasons for enucleating the 23 
eyes with detachment are interesting. In 
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7 cases there was extensive recurrent 
intraocular hemorrhage followed by 
phthisis bulbi. In three instances phthisis 
bulbi occurred without hemorrhage fol- 
lowing chronic inflammation. In one 
there was a severe uveitis that developed 
after an unsuccessful attempt at retinal 
detachment surgery; in another there 
was a marked secondary glaucoma that 
did not respond to therapy. 


One 24-year-old woman (case 5), 
who had had multiple discissions when 
she was 4 years of age, developed a ret- 
inal detachment and an endophthalmitis 
that went on to absolute glaucoma, which 
necessitated enucleation. 


Of the 3 linear extractions with de- 
tachment of the retina, the eye was 
enucleated in one instance. because of 
the degenerative changes, including bul- 
lous keratitis, that followed the cutting 
of an aftercataract by deWecker scis- 
sors; in the second case the cause of 
enucleation was absolute glaucoma with 
organized hemorrhage accompanied by 
an intercalary staphyloma. Absolute 
glaucoma was also the indication for 
enucleation in the third case. 


In the one case in which the type of 
surgery was unknown, the detachment 
was followed by phthisis bulbi and a 
painful eye. 


Shapland’s theory, as given above, 
that traction may sometimes be a factor 
in the production of detachment, seems 
to be substantiated by several of the 
cases in this series that followed mul- 
tiple needlings (fig. 6). In case 14 there 
was a cyclitic membrane near the pupil- 
lary area which incorporated both the 
posterior surface of the iris and a por- 
tion of the completely detached retina 
(fig. 7). In one eye, case 43, after three 
needlings, some delicate strands of tissue 
extended across the pupillary space and 
connected with a membrane on the ante- 
rior surface of the iris and with bands 
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FIG. 6—Late detachment of retina, with strands 
extending back to detached retina. 


of tissue extending to the ora serrata 
above, below, and backwards to the de- 
tached retina, which was ruptured just 
above the disc. In case 44 there had 
been five needlings ; at a point where an 
incision had been made to needle the 
lens there was a downgrowth of fibrous 
tissue which extended back into the pos- 
terior portion of the globe; by contract- 
ing, it had pulled on the retina and 
caused a detachment of both retina and 
choroid (fig. 8). 


In case 37, in which multiple need- 
lings had been followed by an iridec- 
tomy for glaucoma, *connective tissue 
extended from the deeper aspects of the 
scar into the anterior chamber to be- 
come continuous with lens, iris, and de- 
tached retina. Similar changes were 
present in case 55, that of a patient who 
had also had multiple needlings. 


These findings would seem to ex- 
plain, at least in part, why the operative 
prognosis for retinal detachment surgery 
is sO poor in these cases. 


In case 50, a linear extraction had 
been done thirty-six years before 
enucleation. Data on the time the detach- 
ment had occurred were not available, 
but from the appearance of the retina 
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FIG. 7—Late detachment of the retina after multiple needlings (whole eye in figure 5). 


&—Portion of downgrowth of fibrous tissue 
incision to detached retina. 


and the presence of ossification it can be 
assumed that the detachment had been 
present for some time prior to enuclea- 
tion. The blind, phthisical eye was enu- 
cleated because of a severe iridocyclitis. 
Microscopic examination revealed a 
fibrohyaline cyclitic membrane extend- 
ing from the operative scar to the iris, 
lens remnants, ciliary body, and detached 
retina. 


In case 8, enucleated two and a half 
years after surgery, a detachment fol- 
lowed a linear extraction. The nerve 
head was pulled forward and gliosed; it 
contained laminated and apparently cal- 
cific drusen. Spontaneous hemorrhage 
was apparently another reason for enu- 
cleation. 


In 5 cases of late detachment that oc- 
curred fourteen, fifteen, sixteen, twenty, 
and twenty-two years after multiple 
needlings, the detachment was apparent- 
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ly caused by spontaneous subretinal 
hemorrhage; in case 48, however, the 
detachment followed extensive intra- 
ocular hemorrhage five months after 
the second needling. 


Uveitis 


There were 13 cases (20.8 per cent) 
in the series in which uveitis was at least 
one of the outstanding symptoms. Seven 
of these occurred in patients who had had 
multiple needlings, 2 followed a single 
needling, 2 followed linear extraction, 
and one followed trauma to an eye that 
had been successfully operated upon 
two years previously by linear extrac- 
tion. In one instance the uveitis fol- 
lowed two unsuccessful attempts to re- 
move the cataract through a corneal in- 
cision. 


'n case 48 the patient developed 
chronic uveitis, detachment of the ret- 
ina, and vitreous hemorrhage after the 
second needling. 


Sympathetic O phthalmia 


Sympathetic ophthalmia was diag- 
nosed clinically and microscopically in 
case 36. Three months previously the 
patient had had a linear extraction ac- 
companied by vitreous loss and a post- 
operative iris prolapse that was excised. 
Chronic uveitis supervened, and ten 
weeks after surgery the eye not operated 
upon developed uveitis. The exciting eye 
was enucleated. 


Microscopic examination revealed a 
cyclitic membrane that included lens 
remnants and was invaded by plasma 
cells, lymphocytes, and macrophages. 
There was marked inflammation, gran- 
ulomatous in nature, of the rest of the 
iris, ciliary body, and anterior choroid. 
The optic nerve was swollen and there 
were inflammatory cells about some of 
the smaller vessels. The picture was 
typical of sympathetic ophthalmia. 
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Treatment of the remaining eye by cor- 
tisone therapy resulted in recovery with 


20/30 vision. 


In case 33, which was diagnosed clin- 
ically as endophthalmitis, there was dif- 
fuse infiltration of the choroid by lymph- 
ocytes and plasma cells suggestive of 
early sympathetic ophthalmia. It was 
impossible in this case to obtain any 
clinical information on the remaining 
eye. 


Cyclitic Membrane Formation 


Dense cyclitic membranes had formed 
in 12 cases: 6 after multiple needlings, 
2 after a single discission, 2 after linear 
extraction, one after a Ziegler through- 
and-through operation, and one after an 
unknown type of surgery (fig. 9). In 
8 of these cases the eye was enucleated 
between seven days and six months af- 
ter surgery. In 4 cases enucleation took 
place eighteen, twenty-three, twenty- 
four and thirty-seven years after sur- 
gery. In case 14, in which the eye was 
enucleated twenty-three years after sur- 
gery, the cyclitic membrane contained 
bone, indicating that it had been present 
for many years. The other 3 cases (20, 
47, and 50) were phthisical eyes, which 
also indicated that the cyclitic membrane 
was of long standing. 


Pupillary Membrane Formation 


Occlusion of the pupil by membrane 
formation occurred in 12 cases. In case 
47, in which the type of surgery had not 
been recorded, there was occlusion of 
the pupil by a dense pupillary mem- 
brane which extended along the ante- 
rior surface of the iris. Anterior periph- 
eral synechias were also present. While 
details of these cases are not available, 
examination of the slides shows a small 
pupil in each case and suggests that they 
were cases in which the pupil could not 
be dilated well before surgery. Clinical- 


ly these cases always result in occlusion 


; 
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FIG. 9—Dense cyclitic membrane with lens capsule and retina incorporated. 


of the pupil postoperatively. This had 
been recognized for many years. Von 
Graefe observed this and warned 
against needling congenital cataracts if 
the pupil could not be well dilated pre- 
operatively. 


“Panophthalmitis 


Panophthalmitis had obtained in 5 
cases. Case 12 was probably a linear ex- 
traction followed by panophthalmitis 
and later phthisis bulbi. In case 13, mul- 
tiple needlings had been followed by an 
attempt to remove the remainder of the 
lens through a limbal incision. Cases 23, 
28, and 54 were linear extractions, fol- 
lowed within a few days by panophthal- 
mitis. Thus, all 5 instances of panoph- 
thalmitis followed incision of the eye- 


ball. 


Phthisis Bulbi 


Phthisis bulbi was found by Huer- 
kamp!! in 69 per cent of eyes that de- 
veloped “severe complications.” In this 
series of enucleated eyes, only 10 (17.9 


per cent) were phthisical. In case 47 the 
phthisis bulbi followed some unrecorded 
operative complication. Cases 50 and 54 
were linear extractions in which the 
phthisis followed a low-grade uveitis of 
long standing. One case (case 12) fol- 
lowed panophthalmitis after linear ex- 
traction ; 4 followed severe inflammation 
after the last of multiple needlings that 
were done, respectively, thirteen, six- 
teen, eighteen, and twenty years before 
enucleation. In case 48 the phthisis re- 
sulted from recurrent hemorrhage and 
inflammation following trauma five 
months after the second needling. 


Corneal Changes 


Corneal changes were noted in 24 
(42 per cent) of the series. These ranged 
from edema to chronic pannus, degener- 
ative changes, and suppurative keratitis. 
In 16 of these cases there was also glau- 
coma, and in 8 of the 16 it was absolute. 
In 3 cases the keratitis appeared to be 
associated with vitreous in the anterior 
chamber and against the posterior cor- 
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neal surface. Bullous keratitis was seen 
in 3 cases. In view of Denig’s observa- 
tion of an apparent association between 
retinal detachment and corneal changes, 
it is interesting that 13 cases, or approx- 
imately 50 per cent of the cases in this 
series showing microscopic corneal 
changes, also showed retinal detachment 


(fig. 10). 
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neath the epithelium. In addition, there 
were degenerative changes in the cor- 
neal stroma, and the corneal endothelium 
was atrophic. 


Some of the eyes with corneal changes 
warrant special consideration: 


Case 19 is an example of lens capsule 
incarcerated in the operative wound af- 


FIG. 10—Corneal changes associated with old detachment of the retina. 


By far the commonest finding was 
corneal edema with chronic inflamma- 
tion and vascularization. Case 35 illus- 
trated this type of change. The patient, 
a 29-year-old man, had had multiple 
discissions when he was 4 years of age. 
Twenty-five years after the last opera- 
tion the eye was enucleated because of 
pain. Vision had been lost for some time 
before surgery, apparently due to a 
detachment of the retina. The corneal 
epithelium was thin and irregular. Cen- 
trally, in the region where Bowman’s 
membrane was interrupted, there was 
beginning epidermidalization of the epi- 
thelium and loose fibrinous tissue be- 


ter linear extraction. It emphasizes the 
importance of being certain that the cor- 
neal wound does not contain lens cap- 
sule, especially when an iridectomy has 
been done; when a round pupil opera- 
tion has been performed, the iris is usu- 
ally instrumental in preventing this com- 
plication. 


In case 17, in which a diagnosis of 
sympathetic ophthalmia was made clin- 
ically but not confirmed microscopically, 
there was an unusual complication, 
namely, a purulent infection in the need- 
ling wound. Microscopic examination 
revealed purulent exudate, fibroblastic 
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proliferation, and hemorrhage filling the 
operative wound. The eye showed the 


changes of subacute iridocyclitis. This 


case emphasized the importance of ob- 
serving meticulously the techniques of 
sterile surgery. 


Case 9 had had a Ziegler through-and- 
through operation followed by glaucoma. 
A keratome incision was made in an at- 
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neal surface. In cases 19 and 33, both 
linear extraction cases, there was adher- 
ence of lens capsule to the corneal 
wound (fig. 11). In case 19 the scar 
tissue was attached to the lens capsule 
with the subcapsular epithelium on one 
side, and continued over the inner cor- 
neal surface to attach to lens remnants 
on the opposite side. These cases would 


FIG. 11—Lens capsule adherent to wound. 


tempt to remove the lens cortex. This 
was followed by an endophthalmitis. 
The scar of the incision was infiltrated 
with plasma cells. 


Lens Remnants 


Lens remnants were calcified in 4 
cases, with no apparent relationship to 
the type of surgery. Lens capsule was 
adherent to iris or incarcerated into the 
cyclitic membrane in 5 cases: 2 after 
linear extraction, 2 after multiple need- 
lings, and one after a Ziegler operation. 
In case 15 a small amount of lens cap- 
sule was adherent to the posterior cor- 


seem to indicate the value of a large cap- 
sulotomy in linear extraction and to 
emphasize the importance of being cer- 
tain that there are no lens remnants in 
the wound at the end of surgery. They 
also provide another argument in favor 
of round pupil operation if the pupil can 
be widely dilated. 


Case 4 revealed a bulging scar which 
was the result of iridencleisis at the lim- 
bus. A fibrous membrane extended in- 
ward from the anterior edge of the cili- 
ary body to lens remnants and replaced 
the chamber angle meshwork and the 
iris. In case 2 the lens capsule on one 
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side, with a small amount of degenerat- 
ed substance, was attached to the iris, 
and lens epithelium grew onto the pu- 
pillary margin. In case 24 the lens was 
completely replaced by a large, thick 
mass of well-organized connective tis- 
sue to which iris, ciliary body, and retina 
adhered. A few capsular remnants were 
seen in the anterior part of this tissue. 
In case 49 there were posterior syn- 
echias to the lens capsule, and in case 
55 lens remnants were adherent to the 
fibrovascular tissue occupying the ante- 
rior chamber. 


Optic Nerve Changes 


Optic atrophy was present in 32 cases, 
of which 23 had been subjected to mul- 
tiple needlings. In 7 of the cases, or 
31 per cent, there was a glaucomatous 
cup. In the cases of retinal detachment 
it was characteristic that the retina was 
pulled away from the disc. This was il- 
lustrated by case 8, in which there was 
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gliosis of the nerve head, which was 
pulled forward and contained laminated 
and apparently calcific drusen. The lam- 
ina cribrosa did not appear to be de- 
pressed. In case 33 the retina was sim- 
ilarly detached and appeared to have 
been partially torn from the disc by the 
traction on the retina (fig. 12), although 
an artefact must be considered. 


In case 11 the nerve head was de- 
tached from the deeply depressed lam- 
ina cribrosa and the retina was pulled 
into and over the disc, apparently by 
traction from retinal scars near the disc. 


In case 41 the optic nerve showed 
deep cupping which was filled with pro- 
liferated glial tissue. 


Ossification 


Ossification was present in 5 eyes. In 
case 14, in which there had been mul- 
tiple needlings twenty-three years be- 
fore enucleation, there was ossification 


FIG. 12-—Detached retina showing traction on the disc. 
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in the cyclitic membrane and posterior 
choroid; in case 16, enucleated thirty- 
two years after multiple needlings, the 
ossification was in the posterior choroid ; 
in case 43, enucleated fifty years after 
multiple needlings, and in case 50, in 
which a linear extraction had been done 
thirty-seven years before enucleation, 
there was also ossification in the choroid ; 
while in case 46 the ossification occurred 
in the old detached retina. How long 
the retinal detachments had been pres- 
ent could not be determined. As was to 
be expected, ossification was present 
only in cases in which the pathologic 
changes had been of long standing. 


Drusen 


Drusen were seen rather frequently. 
The youngest patient in this group of 
cases was a girl 4 years of age, who had 
had a linear extraction three years prior 
to enucleation. The formation of drusen 
is a common finding after detachment 
of the retina. 


Retinoblastoma 


Case 25 warrants special considera- 
tion (fig. 13). The patient, who was 15 
months old at the time of enucleation, 
had been seen six months previously. At 
that time he had an opaque lens of the 
right eye which, the mother stated, had 
been present for several months. The 
condition was diagnosed as infantile cat- 
aract, and a needling operation was per- 
formed. At the time of surgery the sur- 
geon noted that the lens was “very 
opaque and semisolid, appearing more 
like calcium.” Six months later the pa- 
tient was again brought to the doctor; 
and at that time, the “whole anterior 
chamber seemed full of calctum-like ma- 
terial,” and the eye was enucleated. 


Microscopic examination of the enu- 
cleated eye revealed a retinoblastoma 
with necrosis and calcium degeneration 
(stage II] ). The tumor had invaded al- 
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This case points up the importance of 
keeping retinoblastoma in mind, espe- 
cially in those cases in which there is a 
history of the development of the opa- 
city several months after birth. 


Pseudotumor 


Case 51 is of interest as a problem in 
differential diagnosis. A congenital cat- 
aract had been needled when the patient 
was 2 years of age. This was followed 
by the development of a pigmented 
tumor-like mass immediately behind the 
pupil. The mass failed to grow over a 
period of ten years, and the eye was then 
enucleated because of a chronic uveitis. 
Microscopic examination revealed ret- 
inal detachment with adhesion of the 
retina to lens remnants in the pupillary 
area, associated with proliferation of 
the pigmented epithelium of the ciliary 
body onto the anterior surface of the 
detached retina. These, then, were the 
components of the pigmented mass that 
had simulated a melanoma. 


Spontaneous Expulsive Hemorrhage 


So far as could be determined, spon- 
taneous expulsive hemorrhage, though 
a rare complication of cataract extrac- 
tion, has never been reported in connec- 
tion with congenital cataract surgery. In 
case 53, a 6-year-old boy was admitted 
to the hospital for extracapsular extrac- 
tion of a congenital cataract present 
from birth. Clinical examination re- 
vealed an opacity so diffuse that the 
fundus could not be visualized. Light 
perception and projection were present. 
Aside from the lens changes, the eye 
appeared to be normal. At surgery, when 
the lens capsule was grasped with lens 
capsule forceps, a massive intraocular 
expulsive hemorrhage occurred (fig. 
14). Permission for enucleation was de- 
layed one week. Microscopic examina- 
tion revealed a massive detachment of 
the choroid by hemorrhage. The hemor- 


- 
4 
> 
i 
| 
2 
- 
2, 


MAY-JUNE 
1956 


rhage had ruptured the choroid ante- 
riorly and was beneath the detached ret- 
ina and in the vitreous. Aside from the 
changes resulting from the presence 
of the hemorrhage, no abnormalities 
were demonstrable during the week be- 
fore enucleation was performed. This 
occurrence of spontaneous expulsive 
hemorrhage in a child at the time of cat- 
aract surgery would seem to be the 
only one on record. 


AGE AT THE TIME OF SURGERY 


In 11 (19 per cent) of the 56 eyes 
enucleated after congenital cataract sur- 
gery, the first operation was performed 
when the patient was one year old or 
younger; the youngest child was 3 
months old. In 6 cases the only avail- 
able history was that the first operation 
was “in childhood.” In the remainder of 
the patients, surgery was performed be- 
tween one and 30 years of age. It should 
be borne in mind that those cases in 
which surgery is indicated very early 
are also the cases with the greatest num- 


FIG. 13—Retinoblastoma filling anterior chamber. 
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ber of other congenital anomalies. It is 
difficult to draw any conclusions from 
this group of cases as to the influence 
of age on the complications of congeni- 
tal cataract surgery. 


SUMMARY AND CONCLUSIONS 


In many of these cases, the history 
and clinical data were so meager that 
it was impossible to correlate accurately 
the clinical findings with the pathologic 
changes. Attempts to obtain further data 
were in most instances unsuccessful. 
For this reason, conclusions or opinions 
are to a certain extent based on supposi- 
tion. 


Fifty-six (56) eyes enucleated after 
congenital cataract surgery were sub- 
jected to histopathologic study. Need- 
lings had been performed in 71.6 per 
cent of the 56 eyes; and in 72 per cent 
of the needlings, multiple discissions 
had been done. In one instance, a Ziegler 
through-and-through operation had been 
performed. 
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FIG, 14—-Expulsive hemorrhage occurring on operating table in 6-year-old patient. 
TABLE VI 
PRINCIPAL COMPLICATIONS OBSERVED IN 56 Eves REMOVED 
AFTER FAILURE OF CONGENITAL CATARACT SURGERY 
DISCISSION LINEAR ZIEGLER |UNKNOWN!|NUMBER| PERCENTAGE 
SINGLE MULTIPLE EXTRACTION | OPERATION TYPE TOTAL CASES 
Glaucoma 89% | 28.1% 7.1% 1.9% 26 46 
Retinal 5 | 13 4 l 
detachment 8.9% 23.1% 7.1% 1.9% 23 41 
2 7 2 l 
Uveitis 3.5% 12.5% 3.5% 1.9% 1.9% 13 23.3 
Sympathetic 1 
ophthalmia 1.9% l 1.9 
Cyclitic 2 6 2 | 
membrane 3.5% 10.6% 3.5% 1.9% 1.9% 12 21.4 
4 l 
Panophthalmitis 71% | 1.9% 5 9 
6 l 
Phthisis bulbi 10.6% 5.4% 1.9% 10 17.9 
Optic atrophy | 10.7% | 33.9% 8.9% | 3.5% 32 57 


4 


MAY-JUNE XII 
956 

Glaucoma was present in 26 (46 per 
cent) of the 56 eyes; and in 75 per cent 
of these, the glaucoma followed a need- 
ling or, more often, multiple needlings. 
Uveitis, intraocular hemorrhage, the 
formation of cyclitic membrane, and 
vitreous block were contributing factors. 
The case of vitreous block of the pupil 
occurred after a second needling and il- 
lustrates one of the complications that 
can occur in cases in which the pupil 
cannot be dilated preoperatively. When 
this is the case, the vitreous can come 
forward and block the pupil. In the case 
in which a Ziegler operation was done, 
glaucoma developed as a result of the 
swelling of the cortex. When attempts 
were made to wash out the anterior 
chamber, which contained vitreous, 
complications arose that resulted in 
endophthalmitis. While no conclusions 
can be drawn from a single case, this 
outcome confirms what has been ob- 
served clinically, namely, that an at- 
tempt to evacuate lens cortex in the 
presence of vitreous in the anterior 
chamber usually ends in disaster. 


The frequency with which anterior 
peripheral synechias were observed 
seems to emphasize the importance of 
early restoration of the chamber and to 
substantiate the clinical observation that 
the injection of air at the conclusion of 
the operation is indicated, especially in 
those cases in which the anterior cham- 
ber has been opened. 


Detachment of the retina occurred in 
23 (41 per cent) of the cases in this 
series. In 18 instances it followed need- 
ling. Of particular interest was the fact 
that in 37.5 per cent of the cases of 
multiple needling, detachment of the 
retina occurred in from fifteen to thirty- 
three years, or an average of 22.2 years, 
after surgery. The theory of Shapland 
and others that traction is a factor in 
the production of detachment would 
seem to be substantiated by 6 cases in 
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which a membrane formed between the 
anterior chamber and the retina, all in 
eyes that had had multiple discissions. 
The study of the eyes with delayed de- 
tachment of the retina apparently bears 
out the clinical observation that the 
more the vitreous is disturbed, the 
greater the chance of late detachment. 
Thus the operation of choice in con- 
genital cataract, whenever possible, 
should be some form of linear extrac- 
tion or some form of surgery in which 
the posterior capsule and the vitreous 
face are not disturbed. 


Pupillary membrane formation was 
present in 12 cases. While it was not 
possible to obtain detailed data in these 
cases, they may very well have been 
cases in which it was not possible to di- 
late the pupil well before surgery, since 
in most of them the pupillary space was 
small. This would point to the advisabil- 
ity of doing a full iridectomy in those 
cases in which it is not possible to dilate 
the pupil widely before surgery. 


Panophthalmitis occurred in 5 in- 
stances, in all of which the eyeball had 
been opened, either for a linear extrac- 
tion or for an iridectomy for glaucoma, 
after multiple discissions. It must be 
borne in mind that linear extraction does 
carry a greater risk of intraocular infec- 
tion than discission. 


Corneal changes ranging from edema 
to chronic pannus, degenerative changes, 
and suppurative keratitis, occurred in 24 
(42 per cent) of the series. In 50 per 
cent of these, retinal detachment oc- 
curred. 


In this series, only 16 per cent showed 
phthisis bulbi in contrast to the 69 per 
cent reported by Huerkamp from clin- 
ical observations. Perhaps this was due 
to the fact that phthisis usually causes no 
symptoms, and therefore the eye is of- 
ten left alone. 


The adherence of lens capsule to the 
wound in 7 instances emphasizes the 
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necessity of being certain that there are 
no capsular remnants in the wound at 
the completion of the operation. 


It is noteworthy that in only one in- 
stance was it possible to establish the 
diagnosis of sympathetic ophthalmia. In 
a second patient the examination. sug- 
gested the possibility of early sympa- 
thetic ophthalmia, but there were in- 
sufficient data to warrant a diagnosis. 


The presence of retinoblastoma in 
one case as a contributing factor to the 
opacification of the lens emphasizes the 
importance of keeping this condition in 
mind, especially in those cases in which 
the cataract develops after birth and in 
which the fundus cannot be visualized 
even grossly. 


From the data available in this series, 
it was not possible to correlate the inci- 
dence or nature of the postoperative 
complications with the age of the patient 
when first operated upon. 


The following conclusions of practi- 
cal value may be drawn from this study : 


1. Linear extraction is the safest op- 
eration for congenital cataract so far as 
both immediate results and avoidance of 
late complications are concerned. 


2. In those patients in whom it is 
impossible to dilate the pupil well before 
surgery, a full iridectomy should be 
performed. 


3. In cases of aftercataract, mem- 
branous cataract, or other cataract in 
which linear extraction is contraindicat- 
ed, the procedure chosen should be the 
one that will do the least possible dam- 
age to the vitreous in order to avoid late 
detachment of the retina. 


4. Multiple needlings seem to be the 
least desirable of all procedures, : since 
our statisics show that 37.9 per cent of 
the cases subjected to multiple needlings 
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developed late detachment of the retina 
on an average of 22.2 years after the 
last needling. 


5. While this series of late detach- 
ments is small, statistically the occur- 
rence of late retinal detachments follow- 
ing linear extraction is significantly less 
than the number of late retinal detach- 
ments following multiple discissions. 


I am indebted to Dr. Frederick Carriker and Mr. 
Ben Goldfeller for the photomicrography which, be- 
cause of the faded conditions of some of the speci- 


mens, was extremely difficult. 


REFERENCES 


1. Bagley, Cecil H.: Congenital cataracts: a 
survey of the various types of operation, 
Am. J. Ophth., 32 :411-419 (March) 1949, 


2. Barkan, Otto: A procedure for the ex- 
traction of congenital, soft, and mem- 
branous cataracts, Am. J. Ophth., 15 :117- 
124 (Feb.) 1932. 


3. Chandler, Paul A.: Surgery of the lens 
in infancy and childhood, A.M.A. Arch. 
Ophth., 45 :125-138 (Feb.) 1951. 


4. Cordes, Frederick C.: Evaluation of the 
surgery of congenital cataracts, A.M.A. 
Arch. Ophth., 46 :132-144 (Aug.) 1951. 


. ——: Surgery of congenital cataracts, 
Am. J. Ophth., 31:1073-1084 (Sept.) 
1948. 


6. Cridland, Bernard: Discussion of Shap- 
land.17 


7. Denig, Rudolph: Frith- und Spatfolgen der 
Diszission-Extraktion des angeborenen 
Kernstars und seiner Abarten, Klin. 
Monatsbl. f. Augenh., 114:197-202, 1949. 


8. Doggart, J. H.: The diagnosis and treat- 
ment of cataract in children, M. Press, 


224 :39-43 (July 12) 1950. 


9. Falls, Harold F.: Developmental cata- 
racts: results of surgical treatment in one 
hundred and _ thirty-one cases, Arch. 
Ophth., 29 :210-223 (Feb.) 1943. 


10. Horay, Gustav: Ueber Staroperationen im 
Kindesalter, Klin. Monatsbl. f. Augenh., 
74 :178-184, 19235. 


11. Huerkamp, B.: Die Pupillenverziehung 
nach der Operation des angeborenen grau- 


| 
| 
J 
hy, 
i 
val) 
+ 
‘ 
4 
> 
| 
: 


MAY-JUNE 
1956 


12. 


13. 


14. 


15. 


en Stars, Klin. Monatsbl. f. Augenh., 116: 
398-409, 1950. 


Kiss, Walter: Sehscharfe der in friher 
Kindheit doppelseitig Staroperierten, Klin. 
Monatsbl. f. 


Knapp, Arnold: Operative prognosis of 
congenital cataract, Arch. Ophth., 32: 
519 (Dec.) 1944. 


Moore, F.: Diathermy in ophthalmology, 
Tr. Ophth. Soc. U. Kingdom, 53 :487- 
488, 1933. 


Neame, Humphrey: 
Shapland.!7 


In discussion of 


Augenh., 98 :523-531, 1937. 


XII JACKSON MEMORIAL LECTURE 


16. 


17. 


19. 


367 


Owens, William Councilman, and Hughes, 
William F., Jr.: Results of surgical treat- 
ment of congenital cataract, Arch. Ophth., 
39 :339-350 (March) 1948. 


Shapland, C. Dee: Retinal detachment in 
aphakia, Tr. Ophth. Soc. U. Kingdom, 
54 :176-196, 1934. 


Spaeth, Edmund B.: The Principles and 
Practice of Ophthalmic Surgery, ed. 3, 
Philadelphia, Lea & Febiger, 1944. 


Velhagen, K., Jr.: Die Operation des 
angeborenen und kindlichen Stares, Klin. 
Monatsbl. f. Augenh., 113 :305-312, 1948. 


. 
| 
; 
| | 
4 
* 
. 
- 
~~: e 


NEW DRUGS AND TECHNIQUES FOR OCULAR ANESTHESIA 


KENNETH C. Swan, M.D. 


IT is my purpose to summarize some 
recent developments in the field of lo- 
cal anesthesia as applied to ophthalmol- 
ogy. A number of new local anesthetics 
are available, and others are being in- 
vestigated. There is a better understand- 
ing of the mechanism of action of such 
adjuncts as hyaluronidase and vasocon- 
strictors ; also, new knowledge has been 
obtained concerning the distribution and 
effects of drugs following injections 
around the globe. Finally, several new 
techniques of injection have been re- 
ported. 


NEW LOCAL ANESTHETICS 


In recent years, a number of promis- 
ing new local anesthetics have been de- 
veloped. In the evaluation of these drugs 
it should be kept in mind that a diversity 
of factors determine the usefulness of 
a given drug in ophthalmology (table 
1). For example, a drug to be useful as a 


TABLE I 


Factors DETERMINING USEFULNESS OF LOCAL 
ANESTHETICS IN OPHTHALMOLOGY 


Epithelial penetration 

Anesthetic potency 

Duration of effects 

Secondary effects, e.g., mydriasis 
Systemic toxicity 

Tissue irritation 

Allergenicity 

Sterility of solutions 

Chemical stability in water 
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topical anesthetic must penetrate the epi- 
thelium readily and be relatively non- 
irritating. When all factors are consid- 
ered, it seems unlikely that there can be 
a single local anesthetic superior to oth- 
ers for all phases of ophthalmic prac- 
tice. For this reason, most recent re- 
search has been directed toward finding 
the most suitable agents for specific pur- 
poses rather than toward the develop- 
ment of all-purpose drugs. 


An important need in the daily office 
practice of ophthalmology has been for 
stable, nonirritating, short-acting drugs 
which would rapidly induce corneal and 
conjunctival anesthesia without unde- 
sirable side effects, such as mydriasis. 
For this purpose, 0.5 per cent tetracaine 
hydrochloride (pontocaine) in aqueous 
solution has been most commonly used 
by American ophthalmologists. It is ef- 
fective, but its solutions are rather ir- 
ritating and frequently induce epithelial 
changes. Perhaps the greatest disadvan- 
tage of tetracaine has been the occasional 
development of hypersensitivity reac- 
tions to the drug. The incidence of hy- 
persensitivity seems to vary in different 
sections, apparently being higher in 
areas where local anesthetics are pre- 
scribed for prolonged home use. Three 
new compounds seem to have advan- 
tages over tetracaine for office proce- 
dures such as tonometry and gonioscopy, 
and for short operative procedures. 


One of these new compounds, benoxi- 
nate (dorsacaine), is closely related 
chemically to procaine and tetracaine 
(fig. 1). Dorsacaine has been studied at 
the University of Oregon Medical 
School since 1952.'4 Its hydrochloride 
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FIG. 1—Benoxinate, tetracaine and procaine are 
similar in chemical structure but differ in physical 
properties and pharmacologic effects. 


salt is a white powder that is readily 
soluble in water, forming clear stable 
solutions which can be sterilized by 
boiling. It is commonly used in 0.4 per 
cent concentration in aqueous solutions 
made physiologically isotonic with the 
addition of sodium chloride. Solutions of 
this concentration have an anesthetic po- 
tency comparable to 0.5 per cent tetra- 
caine hydrochloride in the onset, intensi- 
ty, and duration of the anesthetic effects, 
but benoxinate has several advantages. 
If preservatives are not added, the iso- 
tonic solutions produce little or no irrita- 
tion in uninflamed eyes. Disturbances 
in the corneal epithelium or hyperemia 
of the conjunctiva seldom are noted by 
slit lamp biomicroscopy after even two 
or three instillations, whereas these 
changes seem quite consistent after re- 
peated instillations of 0.5 per cent tetra- 
caine hydrochloride. For tonometry, a 
single instillation of 0.4 per cent ben- 
oxinate generally is adequate. If the 
drop is not well instilled or is squeezed 
out by blepharospasm, a second drop in- 
variably permits a measurement of the 
ocular tension. When an imbedded for- 
eign body is to be removed from the 
cornea, three instillations at 90-second 
intervals usually ensure adequate sur- 
face anesthesia within four to five min- 
utes. Solutions of 0.5 per cent benoxi- 
nate prepared in sterile water do not 
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seem to become contaminated by bac- 
teria, perhaps because of the relatively 
low surface tension of these solutions. 


Two other new compounds which rate 
highly as topical anesthetics for office 
use are dyclonine hydrochloride (dy- 
clone) and ophthaine.'+ Like benoxi- 
nate, both form stable aqueous solutions. 
They are used in concentrations of 0.5 
per cent. These two compounds are 
chemically similar (fig. 2), but belong 


DYCLONINE HYDROCHLORIDE 
(Pitman-Moore Company) 


\ 
. . . . 


OPHTHAINE 


(Squibb) 


FIG. 2—Dyclone and ophthaine are similar in 
chemical structure, physical properties and pharmac- 
ologic effects. In 0.5 per cent aqueous solution, they 
rapidly induce corneal and conjunctival anesthesia 
with minimal irritation. 


to a different chemical group than ben- 
oxinate, tetracaine, and procaine ; there- 
fore, they can be used in patients who 
might have acquired hypersensitivity to 
any of that group. Both dyclonine and 
ophthaine have the advantage over tetra- 
caine of rapidly producing surface anes- 
thesia of relatively short duration with a 
minimum of such side effects as changes 
in the corneal epithelium. Like benoxi- 
nate, both of these compounds seem to 
have some antimicrobial properties. In 
vitro studies indicate that dyclonine hy- 
drochloride possesses both bactericidal 
and fungicidal properties. It is highly 
active against Staphylococcus aureus, a 
common pathogen growing along the lid 
margins. The phenol coefficient of dyclo- 
nine in aqueous solution has been report- 


ed to be 3.6.5 
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For cataract surgery, many American 
ophthalmic surgeons still prefer 4 to 5 
per cent cocaine instillations to stronger 
concentrations of the shorter-acting top- 
ical anesthetics. For cataract extraction, 
cocaine has the advantages of producing 
deep anesthesia, increasing mydriasis, 
and enhancing the vasoconstrictor ef- 
fects of epinephrine. Hypersensitivity 
reactions to cocaine are extremely rare. 
In recent years, many surgeons have 
been using stronger concentrations or 
repeated instillations of the shorter- 
acting anesthetics. For example, Atkin- 
son advocates one per cent tetracaine.? 
Repeated instillations of dorsacaine, 
ophthaine, and dyclone also are receiving 
trials for cataract and glaucoma surgery 
in a number of clinics. By giving four 
or five instillations at two-minute to 
three-minute intervals, the intensity and 
duration of the anesthesia seems suffi- 
ciently prolonged for some of these pro- 
cedures. 


Procaine remains the most widely 
used anesthetic for injection, but there 
has been need for an alternative agent 
for patients who have developed hyper- 
sensitivity to it. In the postwar period, 
xylocaine (lidocaine) has received in- 
creasing recognition not only as an al- 
ternative agent but also as a drug com- 
parable to procaine in effectiveness, tis- 
sue tolerance, and relatively low toxicity. 
It has been said that xylocaine is more 
potent, diffuses more rapidly, and has 
more lasting effects than comparable 
doses of procaine; however, 
claims have not been universally ac- 
cepted. In fact, Scheie and his asso- 
ciates found that the duration of retro- 
bulbar anesthesia in rabbits was less 
prolonged than that induced by pro- 
caine.'2 In the higher concentrations, 
xylocaine also seems to be more irritat- 
ing to the tissues, but Russell and Guy- 
ton found 4 per cent aqueous solutions 
to be well tolerated and highly effective 
for akinesia and retrobulbar injections."! 
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During the past several years, there 
has been renewed interest in the devel- 
opment of other local anesthetics which 
would have more prolonged effects than 
those of procaine. Hexylcaine (cyclaine) 
is a new agent used primarily for block 
and infiltration anesthesia. Reports from 
other clinical fields indicate that it in- 
duces anesthesia lasting one and a half 
to two times as long as that induced by 
comparable doses of procaine.’ The drug 
has received little use in ophthalmology. 
Scheie and his co-workers have reported 
on still another new compound, U- 
0045.!2 They observed that even in di- 
lute concentration this agent had anes- 
thetic effects lasting as long as eight to 
twelve hours in the rabbit. A combina- 
tion of drugs to produce long-lasting 
anesthesia, marketed under the trade 
name of efocaine, was introduced sev- 
eral years ago. This preparation is too 
irritating to inject around the globe. 


TECHNIQUES OF INJECTION ANESTHESIA 


Important developments are occur- 
ring in relation to the technique of in- 
jection anesthesia for ophthalmic sur- 
gery. In the past, all injections behind 
the globe have been spoken of as retro- 
bulbar injections, but it has become in- 
creasingly evident that the effects vary 
markedly with the site and depth of the 
injection, with the concentration and 
quantity of the anesthetic solution, and 
with the nature of the added adjuvant. 
The possible effects of retrobulbar in- 
jection are motor, sensory, and auto- 
nomic (table II). Earlier authors wrote 
of ciliary ganglion block as the major 
aim of retrobulbar injection; now it is 
recognized that ocular anesthesia is not 
solely dependent upon injecting the drug 
solution into the region of the ciliary 
ganglion. Ocular anesthesia can be in- 
duced by blocking the main sensory 
branches near the apex of the orbit or 
the ciliary nerves behind the globe. 
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Tasie II 


EFrects oF RETROBULBAR 
INJECTIONS OF LocAL ANESTHETICS 


1. Motor: paresis of extraocular muscles 
2. Sensory: anesthesia, impaired vision 


3. Autonomic: hypotension, pupillary changes, 
vasodilatation, and others 


For many operations, akinesia of the 
extraocular muscles is an added objec- 
tive of retrobulbar injection. Gifford has 
reviewed the distribution of the motor 
nerves in the orbit and has found that a 
deep orbital injection is most produc- 
tive of a high percentage of oculomotor 
blocking.* He uses a 2-inch needle and 
makes the injection laterally and deep 
into the orbit. Damage to the optic nerve 
and the incidence of hemorrhage are 
minimized with the use of a blunt-tip 
needle. O’Brien, in his teachings, desig- 
nated deep orbital injections directed 
toward the superior orbital fissure as 
“apical” injections.?!° O’Brien limited 
the use of the term “retrobulbar” to the 
small (1.0 to 1.5 cc.) injections con- 
fined to the relatively avascular region 
just behind the globe but temporal to 
the optic nerve. In contrast to the apical 
region, there are no motor nerves or 
large vessels in this area; consequently, 
motor effects are absent or minimal, and 
retrobulbar hemorrhage rarely occurs. 
This “anterior” retrobulbar region easily 
can be reached with a 1-inch needle via 
the inferior lateral fornix (fig. 3). The 
respective locations of l-inch and 2- 
inch needles in the orbit are shown in a 


coronal section through the orbit (fig. 
4). 


The anterior type of retrobulbar in- 
jection is directed toward blocking only 
the ciliary nerves; therefore, it pro- 
duces only sensory and autonomic ef- 
fects. Adequate ocular anesthesia with- 
out oculomotor paresis can be obtained 
by the injection of only 1.0 to 1.5 cc. of 
2 to 4 per cent procaine directly behind 
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FIG. 3—Sagittal section through the right orbit 
temporal to the optic nerve. The ciliary nerves be- 
hind the globe cam be reached with a one-inch 
needle directed upward and nasally from the in- 
ferior temporal fornix. There are no large blood 
vessels or nerves to the extraocular muscles in the 
injection area. 


FIG. 4—Coronal section through the orbit at the 
level of the medial and lateral rectus muscles. Rela- 
tive position of the needles in anterior retrobular 
(one-inch needle) and apical (two-inch ne‘dle) in- 
jections made through the lower lid. 


the eye. The distinction between apical 
injection and injection just behind the 
globe seems particularly important in re- 
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lation to alcohol injections for the relief 
of pain. Then the injection should be 
made anteriorly in the orbit to produce 
a sensory block without creating dis- 
figuring oculomotor paralysis. By the 
same logic, apical injections of alcohol 
should be avoided. 


The most commonly used retrobulbar 
injection is intermediate in depth be- 
tween the apical injection of Gifford 
and the anterior retrobulbar injection of 
O’Brien. It has been advocated by At- 
kinson and others.? Atkinson has desig- 
nated this type of retrobulbar injection 
as a “cone” injection because the bulk 
of the drug solution is placed in the 
muscle cone about one centimeter be- 
hind the globe. This is in the region of 
the ciliary ganglion. The large vessels 
at the apex of the orbit are avoided. The 
incidence of retrobulbar hemorrhage is 
less than with apical injections. 


Using a one-and-a-half-inch needle, 
Atkinson injects 2 to 3 cc. of anesthetic 
solution containing hyaluronidase into 
the cone. The addition of hyaluronidase 
permits the larger volume of drug solu- 
tion to be used because the enzyme fa- 
cilitates rapid diffusion in the tissues. 
Also, it increases the motor effects of 
the injection by enhanced penetration 
of the nerve sheaths. If this intermediate 
depth of injection is selected and 2 to 3 
cc. of four per cent procaine are intro- 
duced with epinephrine and hyaluroni- 
dase* added, deep anesthesia, oculomotor 
paresis, and some reduction in ocular 
tension can be expected. Duration of the 
anesthesia generally will be from 50 to 
100 minutes. It probably will be shorter 
if hyaluronidase is added. 


The inferior temporal quadrant of 
the orbit generally is selected for retro- 
bulbar injections. If the injection is 
made through the skin of the lower lid, 


*Hyaluronidase generally is used in a concentration 
of 8 to 10 turbidity reducing units per cubic centi- 
meter of anesthetic solution. 
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the needle reaches the orbit via the or- 
bital septum. If the injection is made 
through the conjunctiva, the needle 
passes through the connective tissue of 
the fornix. In either case, the needle 
enters the muscle cone outside of and 
behind Tenon’s capsule. Another tech- 
nique is to inject under Tenon’s capsule 
just behind the equator of the globe. 
Then the anesthetic drug _ solution 
spreads between Tenon’s capsule and 
the sclera to reach the ciliary nerves in 
the retrobulbar region. Anesthesia and 
autonomic effects such as_ pupillary 
changes and hypotony occur. We have 
designated this as a “posterior subcap- 
sular injection.” Anterior subcapsular 
injections have different effects and will 
be discussed later. 


At the University of Oregon Medical 
School, the following technique of pos- 
terior subcapsular injection is used oc- 
casionally prior to some cataract and 
glaucoma operations. The conjunctiva 
and Tenon’s capsule are picked up with 
forceps in the equatorial region of the 
superior temporal quadrant. Then the 
needle is passed posteriorly between 
Tenon’s capsule and the globe to per- 
mit injections both in the retrobulbar 
area and under the belly of the superior 
rectus muscle (fig. 5). This type of pos- 
terior subcapsular injection produces 
anesthesia and an effective superior rec- 
tus block. It is a useful procedure when 
it is desirable to obtain good anesthesia 
and to block only the superior rectus. 
A bridle suture then is unnecessary to 
rotate the eye downward. | do not use 
the posterior subcapsular technique rou- 
tinely for cataract surgery. For example, 
in patients with a sunken eye and a 
prominent brow, the superior orbital 
margin may make the superior rectus 
block difficult. Then, in some cases I 
prefer a more complete oculomotor 
block. The posterior subcapsular tech- 
nique can be applied to any quadrant. 
The technique is particularly suitable 
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FIG. 5—Posterior subcapsular injection. The needle is passed through the bulbar conjunctiva 
and Tenon’s capsule in the superior temporal quadrant near the fornix. The drug solution is 
injected posteriorly between the capsule and the sclera to block the ciliary nerves. Then the 
needle can be passed posteriorly to block the superior rectus. 


for operations for retinal detachment or 
other procedures requiring selective 
blocking of motor nerves. 


It should be pointed out that anes- 
thesia and akinesia of the extraocular 
muscles for strabismus surgery can be 
effectively obtained by blocking the 
nerves. Attempts to inject directly into 
the muscle belly, as has been advocated 
in older textbooks, may injure the mus- 
cle and result in a higher incidence of 
hemorrhage. 


It long has been recognized that retro- 
bulbar injections of procaine and epine- 
phrine lower ocular tension in some 
eyes. Recently, it has been demonsrated 
by de Roetth and his co-workers’ that 
the hypotensive effects of retrobulbar 
injections can result from the procaine 
and are not due entirely to the added 
epinephrine, as postulated by some ear- 
lier authors. From tonographic studies, 
de Roetth and his associates concluded 


that retrobulbar procaine reduced aque- 
ous inflow in some eyes with chronic 
glaucoma. The hypotensive effects of 
procaine are enhanced by the addition 
of hyaluronidase, apparently because of 
the greater diffusion of procaine. Epine- 
phrine results in better retention of the 
procaine in the orbit, but in addition it 
possibly may have some hypotensive 
action. External pressure on the globe 
also lowers ocular tension. 


It has been known for years that some 
patients have marked impairment of vi- 
sion following retrobulbar injections of 
local anesthetics. This loss of vision, al- 
though transitory, is alarming to pa- 
tients. Recently, Carroll and de Roetth 
have made a systematic study and have 
found that some impairment of vision 
occurred in a high percentage of pa- 
tients, particularly when concentrations 
as high as 4 to 8 per cent procaine were 
injected into the muscle cone with a 35 
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mm. needle. Recovery of vision was 
invariable, so it was evident that the loss 
of vision was due to the effect of pro- 
caine on the optic nerve rather than 
trauma to the nerve by the needle. 


Subconjunctival injections of drugs 
commonly are made near the limbus to 
induce anesthesia of the anterior seg- 
ment: however, little or no distinction 
has been made between injections just 
under the conjunctival epithelium and 
deeper injections under the anterior ex- 
tension of Tenon’s capsule. My asso- 
ciates and I are conducting experiments 
which indicate that there are clinically 
significant differences in the penetra- 
tion of drugs into the anterior segment 
from the two tissue levels.!> 


Subconjunctival injections made just 
under the epithelium but external to 
Tenon’s capsule have been designated 
as subepithelial injections. Schlegel and 
I have found that from this level Ten- 
on’s capsule acts as a considerable bar- 
rier to the passage of drugs into the 
cornea and iris.'’ Also, the conjunctival 
vessels, unless constricted with epine- 
phrine, rapidly carry the drug into the 
general circulation. In contrast, injec- 
tions made under Tenon’s capsule are 
brought into direct contact with the lim- 
bic stroma and sclera. To induce anes- 
thesia of the iris, anterior subcapsular 
injections seem considerably more effec- 
tive than subepithelial injections. In 
fact, quantitative tissue analyses indi- 
cate that following the subepithelial in- 
jection of one per cent procaine, con- 
centration of the drug in the iris reaches 
only minimal levels for anesthesia.'s 
The addition of hyaluronidase did not 
enhance ocular penetration of the anes- 
thetic, but epinephrine increased the ef- 
fectiveness of the injection. 


The relative effectiveness of the two 
levels of subconjunctival injections can 
be demonstrated with injections of 
1:1000 epinephrine hydrochloride in 
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aqueous solution. This drug produces a 
segmental contraction of the iris dilator 
fibers. If comparable doses are injected 
under the epithelium and under the cap- 
sule at different sites in the same eye, 
dilatation of the pupil generally develops 
more rapidly near the site of the sub- 
capsular injection.* At the University 
of Oregon Medical School, anterior sub- 
capsular injections of 2 per cent pro- 
caine have been used to produce iris 
anesthesia for glaucoma surgery. Good 
anesthesia generally is obtained, and the 
mydriasis and hypotony of retrobulbar 
injections are avoided. With marked 
hypotony and loss of miosis, the periph- 
eral iris is less apt to prolapse into the 
wound ; then the iridectomy is more dif- 
ficult to make. 


SUMMARY 


Three new short-acting drugs seem 
highly effective for the rapid induction 
of topical anesthesia of short duration 
with minimal side effects. These com- 
pounds seem to have advantages over 
tetracaine for routine office practice and 
short operative procedures. Of the new 
agents, benoxinate is chemically related 
to tetracaine and procaine. The other 
two drugs, dyclonine and ophthaine, dif- 
fer chemically from the older drugs and 
can be used in patients who have become 
hypersensitive to the procaine deriva- 
tives. 


For injections around the eye, xylo- 
caine has been found to be an effective 
substitute for procaine. The two drugs 
have comparable effectiveness and tox- 
icity. Hexylcaine merits investigation. 


The motor, sensory, and autonomic 
effects of retrobulbar injections of anes- 
thetic solutions have been clarified. A 
distinction has been made between the 


*This was demonstrated in the motion picture Ocu- 
lar Penetration of Drugs Following Subconjunctival 
and Subcapsular Injections, by Drs. Kenneth C. 
Swan, Paul Bailey, Jr., and Homer R. Crisman, 
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effects of various depths of retrobulbar 
injections. Injections near the apex of 
the orbit induce a relatively high per- 
centage of motor block, but the large 
vessels in this region increase the risk of 
hemorrhage. “Cone injections” in the 
region of the ciliary ganglion produce 
adequate anesthesia, and if larger quan- 
tities of the drug solution are used and 
hyaluronidase is added to facilitate dif- 
fusion, motor blocking also results, In- 
jections may also be made into the rela- 
tively avascular area directly behind the 
globe. There is little risk of hemorrhage, 
but this type of anterior retrobulbar injec- 
tion, generally made with small amounts 
of drug solution, produces only sensory 
and autonomic effects. It is particularly 
useful for alcohol injections for relief of 
pain. Disfiguring deviations are avoided. 


Still another technique of directing 
drugs to the retrobulbar area is to in- 
ject posteriorly under Tenon’s capsule 
near the superior temporal equator. The 
drug solution follows Tenon’s capsule 
back to the region of the ciliary nerves. 
In most patients, this posterior subcap- 
sular technique also permits injection 
under the superior or other rectus mus- 
cles to block selectively the nerves to 
individual muscles. 


Subconjunctival injections 
made subepithelially, that is, between the 
conjunctival epithelium and the forward 
- extension of Tenon’s capsule, or they 
can be made deeper between Tenon’s 
capsule and the sclera. Subepithelial in- 
jections seem less effective than the an- 
terior subcapsular injections in induc- 
ing the penetration of drugs into the 
iris and anterior segment. Subcapsular, 
rather than subepithelial, subconjunc- 
tival injections are recommended for 
anterior segment anesthesia. 
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OBSERVATIONS ON ANESTHESIA FOR OCULAR SURGERY 


S. ATKrINson, M.D. 
WATERTOWN, NEW YORK 


THE purpose of this paper is to sum- 
marize briefly the reports from a cross 
section of ophthalmologists in the Unit- 
ed States on the anesthesia used for ocu- 
lar surgery and to determine the safest 
and best procedure. It was a surprise to 
find such a large variety of drugs and 
methods used in the preparation of the 
patient and in the production of anes- 
thesia and akinesia. However, with the 
majority of ophthalmologists the pro- 
cedure is quite uniform. There are only 
a scattered few who employ the less 
commonly used drugs and procedures, 
some of which it might be well for more 
of us to adopt. 


Over thirty drugs were reported as 
being used to produce sedation and anal- 
gesia. Ten different preparations are 
given to prevent nausea and vomiting. 
Twenty different anesthetic agents, in 
various strengths and combinations, are 
used to produce anesthesia and akinesia. 
Although the methods of preparing the 
patients and ways of producing anes- 
thesia and akinesia vary, it is particular- 
ly striking that the majority of surgeons 
with whom I communicated appear to be 
well satisfied with their procedure and 
the results obtained. The data compiled 
from these responses indicate that there 
are many ways to reach the desired goal. 
However, it should be noted that the 
goal is apparently not the same with all 
ophthalmologists. Some prefer profound 
sedation; others, little or none. All ap- 
pear to obtain good anesthesia, but many 
apparently do not strive for complete 
akinesia of the rectus muscles. A few 
prefer general anesthesia or narcosis. 


Presented at the Sixtieth Annual Session of the 
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The importance of careful psychologic 
preparation of the patient and preanes- 
thetic medication was emphasized by 
many. | am convinced that without care- 
ful preanesthetic preparation, good anes- 
thesia and akinesia are rarely obtained 
regardless of the anesthetic agent used. 
Of the thirty different drugs reported 
as being used preoperatively to produce 
sedation and analgesia, by far the most 
popular were pentobarbital sodium 
(nembutal) and meperidrine hydro- 
chloride (demerol ). Secobarbital sodium 
(seconal) was next in favor. Chloral hy- 
drate was the only other sedative used 
by any appreciable number. 


With the wound firmly sutured, vom- 
iting is rarely harmful and is no longer 
a dreaded occurrence following intra- 
ocular surgery, particularly cataract ex- 
traction. It is, however, undesirable and 
unpleasant. Of the ten different drugs 
reported as being used to prevent or 
stop nausea and vomiting, chlorpro- 
mazine hydrochloride (thorazine) is the 
one most frequently mentioned, and 
dimenhydrinate (dramamine) is next in 
favor. A few ophthalmologists and anes- 
thesiologists are opposed to the use of 
thorazine and registered strong dis- 
approval. A third drug, phenergan hy- 
drochloride, has in my _ experience 
proved satisfactory. In a series of 200 
consecutive cases, phenergan hydro- 
chloride was used in the first hun- 
dred and chloropromazine hydrochloride 
(thorazine ) in the second hundred. Oth- 
erwise the preparation and anesthetic 
were the same. Two of the patients were 
given phenergan vomited, and three who 
were given thorazine vomited also. 
However, two patients who received 
phenergan for their first cataract ex- 
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traction had no nausea or vomiting, 
whereas for the extraction on their sec- 
ond eye they received thorazine and 
had severe vomiting. In this series of 
200, the eyes of the five patients who 
vomited were not harmed. 


Careful preanesthetic preparation and 
complete anesthesia with the elimina- 
tion of postoperative pain are good in- 
surance against nausea and vomiting. 


Most intraocular operations on adults 
can be done safely and painlessly with 
local anesthesia. Of the 454 ophthal- 
mologists with whom I communicated, 
93.2 per cent use local anesthesia; 6.8 
per cent prefer to have the patient un- 
conscious, and for this purpose, thiopen- 
tal sodium (pentothal sodium) is the 
agent usually chosen. The preference 
was frequently qualified by the state- 
ment, “provided a competent anesthesi- 
ologist is available.” Three reasons were 
given for preferring narcosis for ocular 
operations : 


1. The surgeons felt more at ease, re- 
laxed and less nervous concerning 
the operations with the patient un- 
conscious. 


2. The surgeons had become accus- 
tomed to it while in the Armed 
Forces. 


3. Good anesthesia and akinesia had 
not been obtained with local anes- 
thetics. 


Many who use local anesthesia ex- 
pressed themselves as feeling relaxed 
and at ease when employing that form, 
whereas the added risk of general anes- 
thesia or narcosis, particularly with the 
elderly patient, worried them. The use 
of general narcosis for intraocular oper- 
ations is probably more acceptable as 
one becomes accustomed to it and as 
efficient teamwork is developed between 
the ophthalmologist and anesthesiologist. 
Both methods certainly have their place 
in intraocular surgery. 
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For topical anesthesia, tetracaine hy- 
drochloride (pontocaine) is the most 
popular anesthetic agent among the ten 
which were reported as being used. It 
was a surprise to learn that cocaine is 
still used by nearly 10 per cent of the 
ophthalmologists who answered my in- 
quiry. The other eight topical anesthetic 
agents mentioned are used by only a 
scattered few. Benoxinate (dorsacaine), 
developed in Switzerland and known 
abroad as novesin, has been reported by 
Schlegel and Swan® to be an excellent 
topical anesthetic for minor operations 
and tonometry, but it is of too short 
duration for major ocular surgery. 
However, if instillations are repeated 
during the operation, anesthesia can be 
maintained. It is a good substitute if the 
patient is sensitive to tetracaine hydro- 
chloride. 


Procaine hydrochloride is the most 
popular anesthetic agent used for injec- 
tion among those who said that they use 
local anesthesia to produce anesthesia 
and akinesia. The strength of procaine 
hydrochloride used varies from 0.5 per 
cent to 10 per cent. Since complete anes- 
thesia and akinesia can be obtained with 
a 2 per cent solution, it does not seem 
wise to subject the patient to the added 
risk of having a toxic reaction by using 
a stronger solution. : 


Next in popularity to procaine hydro- 
chloride as an anesthetic agent for in- 
jection is lidocaine hydrochloride (xylo- 
caine). Its chief advantage over pro- 
caine hydrochloride is that its action is 
of longer duration, which minimizes 
postoperative pain. It diffuses more 
readily than procaine hydrochloride, 
thus producing more complete anes- 
thesia and akinesia. The toxicity of xylo- 
caine is about the same as procaine. The 
usual strength of xylocaine used is 2 
per cent, although a few ophthalmolo- 
gists use | per cent and several reported 
using a 4 per cent solution. 
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With a few exceptions, all with whom 
1 communicated add epinephrine hydro- 
chloride to the anesthetic solution, un- 
less contraindicated. The advantages 
ascribed to the addition of epinephrine 
are that it retards systemic absorption 
of the anesthetic and hastens, intensifies 
and prolongs the anesthesia and akine- 
sia. 


Seventy-five per cent of those who 
prefer local anesthesia mentioned com- 
bining hyaluronidase with the anesthetic 
solution to enhance diffusion. Several 
remarked that in their opinion the addi- 
tion of hyaluronidase to the retrobulbar 
injection has done more than any other 
thing in recent years to prevent compli- 
cations, particularly vitreous loss dur- 
ing intraocular surgery. 

Some ophthalmologists expressed an 
objection to the use of hyaluronidase in 
the anesthetic solution for retrobulbar 
injections, stating that the marked hy- 
potony which occurred following its use 
made the cataract extraction more diff- 
cult. Dunnington and Chandler,’ and 
others who have modified their tech- 
nique of cataract extraction to take ad- 
vantage of the hypotony, say “the softer, 
the better,” which expresses my feelings 
about it. Vitreous loss and other com- 
plications are certainly less likely to 
occur with a soft eye. A second objection 
to the use of hyaluronidase, which was 
expressed by three surgeons, was that it 
shortened the duration of anesthesia and 
akinesia. This has not been my expe- 
rience when epinephrine hydrochloride 
has been added to the anesthetic solu- 
tion. 


Akinesia of Orbicularis 

To produce akinesia of the orbicularis, 
the Van Lint procedure and O’Brien 
modification were the two methods most 
frequently used. The Van Lint proce- 
dure was a two-to-one favorite over the 
O’Brien. A few ophthalmologists stated 
that they routinely used both. As Ver- 
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hoeff might say, most ophthalmologists 
seem to have overlooked the simple and 
sure way of producing akinesia of the 
orbicularis, which | reported two years 
ago.! This injection, now slightly mod- 
ified from the original report, is begun 
at the inferior edge of the zygomatic 
bone in line with the lateral margin of 
the orbit. The anesthetic solution is in- 
jected as the needle advances upward, 
across and close to the zygomatic bone 
at an angle of about 30 degrees from the 
temporal margin of the orbit (fig. 1). 
This injection is followed by firm pres- 
sure over the area of injection. A few 
ophthalmologists stated that they use 
10 to 15 cubic centimeters of the anes- 
thetic solution to produce akinesia of the 
orbicularis. With the zygomatic injec- 
tion just described, this can be accom- 
plished by the injection of 3 to 4 cubic 
centimeters. 

Strong contractions of the orbicularis 
during convalescence undoubtedly inter- 
fere with wound healing and are re- 
sponsible for many shallow chambers, 
but not all, as was shown when pro- 
longed akinesia of the orbicularis was 
produced in a small series of patients 
for cataract extraction. In one patient 
the orbicularis remained inactive for 
three weeks and did not return to nor- 
mal for two months; yet a shallow cham- 
ber occurred on the fourteenth day and 
remained shallow for five days. 

Unfortunately, no safe anesthetic 
agent has been developed that will pro- 
duce akinesia of the rectus muscles of 
sufficient duration to eliminate those 
muscles as a factor in the production of 
a shallow or flat chamber, which so often 
occurs after the tenth postoperative day. 

Five per cent of the ophthalmologists 
with whom I communicated use curare 
to produce akinesia of the orbicularis 
and extraocular muscles. 


Retrobulbar Injection 
A few points which were mentioned 
in regard to the retrobulbar injection 
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FIG. 1—Arrow shows site of injection close to zygomatic bone to produce akinesia of orbicularis 


muscle. 


are of particular interest: the site of in- 
jection ; the anesthetic solution used ; the 
amount injected; and the use of pres- 
sure following the injection. 

It is usually preferred to start the 
injection at the inferior temporal mar- 
gin of the orbit. A few ophthalmolo- 
gists give the injection at the superior 
temporal margin, and some inject both 
below and above. 

The advantage of giving an injection 
above only is that without reintroducing 
the needle, the superior rectus muscle 
can be injected, and an injection can 
also be given along the superior orbital 
margin to produce anesthesia of the 
upper lid. The disadvantage is that the 
angle of approach is not as good as that 
from below because of the prominence 
of the superior orbital margin. Enoph- 
thalmos adds to the difficulty of making 
the injection above. 

An injection which begins at the infe- 
rior temporal margin of the orbit has 
a better angle of approach and produces 
more satisfactory anesthesia and akine- 
sia. A second injection above, along the 


superior rectus muscle, 1s usually neces- 
sary to obtain complete akinesia of this 
muscle and to prevent pain if a bridle 
suture is introduced. Before the needle 
is withdrawn after injecting along the 
superior rectus muscle, an injection may 
be given along the superior orbital mar- 
gin anterior to the orbital septum to pro- 
duce anesthesia of the upper lid. If 
these injections are not given until two 
to three minutes after the retrobulbar in- 
jection, as suggested by Kennedy,‘ suf- 
ficient anesthesia develops so that com- 
paratively little discomfort will be expe- 
rienced when the injection is made. 


The anesthetic solutions used for in- 
jection have already been mentioned. 
The size of the retrobulbar injection re- 
ported as being used varied from 0.5 to 
8S cubic centimeters. Before the use of 
hyaluronidase and pressure over the 
globe following retrobulbar injections 
was introduced, 1.0 to 1.5 cubic centi- 
meters was the amount usually advocat- 
ed. With the use of hyaluronidase and 
firm pressure following the retrobulbar 
injection, much larger injections may be 
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safely given. The anesthetic solution may 
be injected until there is a noticeable 
proptosis, which quickly subsides when 
pressure exerted over the eye is com- 
bined with moving the eye in the orbit. 


Snydacker, Deutsch and Bayard’ re- 
ported a wide variation in the akinesia 
of the rectus muscles and amount of 
hypotony obtained following retrobulbar 
injections of 1.5 cubic centimeters of the 
anesthetic solution. They attributed this 
to the fact that the anesthetic solution 
does not reach the right spot each time. 
This can be overcome by the use of larg- 
er injections of the anesthetic solution 
with hyaluronidase followed by pres- 
sure which causes the anesthetic solu- 
tion to permeate the entire orbit more 
thoroughly, so that complete anesthesia, 
akinesia, and marked hypotony are more 
consistently obtained. 


A point often overlooked is that the 
anesthetic effect on both sensory and 
motor nerves is enhanced by pressure. 
This applies especially to motor nerves, 
which are less susceptible than sensory 
nerves to block by anesthetic agents un- 
less the anesthetic is applied to the nerve 
with pressure.’ 


The length of time advocated by dif- 
ferent surgeons for applying pressure 
varies. In some patients it requires longer 
than in others to obtain complete akine- 
sia of the orbicularis and rectus muscles 
with marked hypotony. If this is ob- 
tained, anesthesia of the globe will also 
be complete. Rather than setting a time 
limit of five, ten, or fifteen minutes to 
apply pressure, it would seem better to 
apply it until the desired effect is pro- 
duced. 


Kirsch and Steinman’ emphasize the 
importance of pressure to produce hy- 
potony. They report a decrease in cases 
which sustained vitreous loss during cat- 
aract extractions of from four in one 
hundred cases when no pressure was ap- 
plied to none in one hundred cases when 
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pressure was used following retrobulbar 
injections of xylocaine, 2 per cent, with 
epinephrine and hyaluronidase. 


SUMMARY 

Careful preanesthetic preparation and 
medication cannot be overemphasized. 

Tetracaine hydrochloride appears to 
be the most popular topical anesthetic 
agent. 

Procaine hydrochloride (novocaine) 
and lidocaine hydrochloride (xylocaine ) 
are the anesthetic agents most frequently 
used for injection. 

Epinephrine hydrochloride is usual- 
ly added to the anesthetic solution un- 
less contraindicated. Hyaluronidase is 
also added to the anesthetic solution by 
three fourths of those surgeons who use 
local anesthesia. The use of hyaluroni- 
dase and firm pressure over the site of 
injection produces more complete anes- 
thesia and akinesia. Pressure following 
retrobulbar injections also increases hy- 
potony, which decreases the percentage 
of cases with vitreous loss and makes 
the operation of cataract extraction and 
other intraocular operations safer and 
easier. 
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INTRAOCULAR SURGERY UNDER GENERAL ANESTHESIA 
A Study of the Problems from 1950 to 1954 


Henry L. Brrce, M.D. 
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M., Tovett, M.D. 
CuHar_Les M. Barsour, M.D. 
Tuomas LamMMenrt, M.D. 


BY INVITATION 
HARTFORD, CONNECTICUT 


WHEN general anesthesia is employed 
for intraocular surgery, the patient is 
freed from the responsibility of main- 
taining his eye in any particular posi- 
tion, and he is no longer subjected to the 
stress of the knowledge that his eye is 
being manipulated. From the subjective 
viewpoint of most patients, it is the ideal 
form of anesthesia. However, in ex- 
change for these great advantages to the 
patient, certain disadvantages have ac- 
crued to the anesthesiologist and the 
surgeon. Ultimately, of course, these 
disadvantages may work to the detri- 
ment of the patient’s well-being. The 
time has seemed propitious, therefore, 
to review our experiences in cataract ex- 
traction and other types of intraocular 
surgical procedures performed under 
general anesthesia during the period 
from 1950 to 1954, and to comment 
upon both the advantages and disadvan- 
tages of this anesthetic technique. 


ANESTHESIA FOR INTRAOCULAR SURGERY 


The types of anesthesia which may be 
employed for intraocular surgical pro- 
cedures are summarized in table |. Top- 
ical anesthesia, and combined topical 
and regional anesthesia are receiving 
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TABLE I 


Types OF ANESTHESIA FOR 
INTRAOCULAR SURGERY 


1. Topical (pontocaine or cocaine) 


Combined Topical (pontocaine or cocaine) 
and Regional (procaine) 

a. Van Lint or O’Brien 

b. Retrobulbar 

c. Subconjunctival 

3. Combined Topical (pontocaine or cocaine), 


Regional (procaine) and General Anes- 
thesia (pentothal or demerol) 


4. Full General Anesthesia (endotracheal) 


lesser degrees of patient acceptance as 
the layman’s knowledge of the pleasant- 
ness of pentothal induction becomes 
more widespread. Furthermore, some 
patients are simply either too nervous or 
too sensitive to be suitable candidates 
for a local anesthetic procedure. On the 
other hand, preoperative sedation, which 
when adequate is the key to successful 
local anesthesia, may be too massive in 
certain elderly patients, introducing 
complications of an opposite nature. 


At the other end of the scale is deep 
general anesthesia, produced by a va- 
riety of agents, which must, of course, 
be administered by the endotracheal 
route. While such an anesthetic tech- 
nique meets with wholehearted patient 
approval, including as it does complete 
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unconsciousness, surgical enthusiasm 
for the method is tempered by the occa- 
sional patient who may cough during ex- 
tubation and endanger his eye by so 
doing. The incidence of nausea and vom- 
iting may be slightly higher with this 
method than with regional anesthesia, 
but drugs recently made available re- 
duce the hazard of vomiting, with its 
secondary effect on the eye. 


A technique, therefore, has been 
evolved which lies between these two ex- 
tremes, and which combines the advan- 
tages of comfort for the patient that is 
offered by pentothal hypnosis, at the 
same time maintaining many of the fea- 
tures of safety that are inherent in the 
techniques of topical and regional anes- 
thesia. The method is essentially a com- 
bination of topical and regional anes- 
thesia, with supplementary pentothal 
hypnosis. The term general anesthesia 
has been applied to this technique, since 
the patient is in a controlled sleep, or 
unconscious state, in contradistinction to 
the less controllable state that may ob- 
tain when preoperative sedation alone is 
employed, unsupplemented by further 
intravenous medication. Since pento- 
thal is a hypnotic rather than an anes- 
thetic agent, no attempt is made to con- 
duct surgical procedures under that 
agent alone, without the use of topical 
and/or regional anesthesia to provide 
basic analgesia and relaxation. Further- 
more, it must be emphasized that this 
is not a technique to be employed mere- 
ly as an emergency measure because the 
patient cannot be managed satisfactorily 
under local anesthesia: both the surgeon 
and the anesthesiologist must have time 
to survey the problem well beforehand, 
to formulate their judgments, and to 
plan their courses of actions. Only un- 
der such circumstances can the best re- 
sults be obtained and many complica- 
tions be avoided. 
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Patients were premedicated according 
to age and general physical status. The 
most commonly employed drugs were a 
barbiturate administered orally two 
hours prior to operation, followed by 
demerol or morphine and atropine in- 
jected subcutaneously one hour prior to 
operation. Older patients received chlor- 
al hydrate rather than a barbiturate, and 
the opiate was omitted preoperatively. 
Administration of atropine was found 
desirable to prevent production of ex- 
cessive secretions, which _ stimulate 
coughing and endanger the surgical re- 
sult. The basic pathologic process in 
certain intraocular conditions, such as 
glaucoma, contraindicate the use of 
atropine. In this regard, consideration 
must be given to the eye not to be operat- 
ed on, if it is glaucomatous. 


The most important factor in the pre- 
vention of complications during this 
technique of general anesthesia is its 
use in conjunction with an entirely ade- 
quate topical and regional anesthesia. 
This is essential in order to reduce the 
amount of general anesthetic agent that 
is required, and to obtund noxious re- 
flexes arising in the operative area. Co- 
caine drops were therefore instilled in 
the eye several times at five-minute in- 
tervals over a period of one half hour 
prior to operation to produce an effec- 
tive topical anesthesia. Since this serves 
to anesthetize the nasolacrimal duct and 
rhinopharynx, it may prevent coughing, 
sneezing, or laryngospasm caused by the 
irritating effects of solutions traversing 
this route from the eye during operation. 
Regional anesthesia was then combined 
with the topical anesthesia, a cubic centi- 
meter or more of procaine being inject- 
ed in the conjunctiva and under the su- 
perior rectus. Retrobulbar injection may 
be necessary, also, but if it is at all pos- 
sible, this maneuver should be avoided 
because of the danger of retrobulbar 
hemorrhage. 
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In this series, general anesthesia was 
added to the basic combination of topi- 
cal and regional anesthesia by the ad- 
ministration of pentothal by the intra- 
venous route. The original injection gen- 
erally consisted of a few cubic centt- 
meters of pentothal in a concentration 
of 2.5 per cent, followed by the continu- 
ous infusion of pentothal in a concen- 
tration of 0.2 per cent. Additional sup- 
plements of pentothal in the stronger 
concentration were added as needed and 
again a few seconds before the eyeball 
was entered, since adequate control of 
the patient is essential at that time. 
When premedication appeared inade- 
quate and the patient required excessive 
doses of pentothal, or in robust indi- 
viduals who were expected to utilize 
unduly large amounts of pentothal, the 
intravenous administration of demerol 
was a useful adjunct. 


RESULTS 

Between six hundred and nine hun- 
dred ophthalmologic procedures are per- 
formed annually at the Hartford Hospi- 
tal, of which approximately 50 per cent 
are intraocular operations. One hun- 
dred unselected intraocular procedures 
(table 11) have been reviewed, in which 
the described technique of general anes- 
thesia supplementing a combination of 
topical and regional infiltration was em- 
ployed. Patients between sixty and sev- 
enty years of age constituted 78 per cent 
of the series.* 


The type of cataract extraction at- 
tempted in all cases, except those of hy- 
permature or infantile congenital cata- 
racts, was intracapsular. If the capsule 
ruptured, all capsular fragments that 
could be removed were obtained. For- 
ceps, rather than the erisophake, were 
preferred for this purpose. Iridectomy 


*Nervous tension, which is difficult to measure and 
record, was noted to he excessive in 18 per cent 
of the patients in this series. 


INTRAOCULAR SURGERY UNDER GENERAL ANESTHESIA 383 


TABLE II 
TYPE oF SURGERY 


OPERATION NO. OF OPERATIONS 
Extraction of Cataract 55 
Congenital Cataract, Linear 
Extraction, or Discission ll 
Single Operation for Cataract 
and Glaucoma 10 
Retinopexy for Detachment 9 
For Glaucoma 15 

Total 100 


was performed more often than iridot- 
omy. Three corneoscleral catgut su- 
tures in the conjunctival flap were em- 
ployed routinely. 


For glaucoma, the most frequent fil- 
tering operation was iridencleisis, often 
in conjunction with sclerectomy. The 
trephine was used but once in this se- 
ries. The most important complication 
occurring in this series was a loss of vit- 
reous in three patients, due to coughing, 
straining or laryngospasm. However, no 
eyes were lost and the visual results were 
all good: 20/20 in one patient, and 20/ 
50 in the other two. 


SURGICAL CONSIDERATIONS 


The technique of general anesthesia 
combined with topical and regional pro- 
cedures which has been described often 
provides ideal anesthesia not only from 
the patient’s point of view but also from 
the ophthalmologist’s viewpoint. Under 
ideal circumstances, the patient is un- 
conscious and the eye is relaxed. The 
patient enjoys the advantages of general 
anesthesia without risking the disadvan- 
tages of the nausea in the postoperative 
period which may follow a full general 
anesthesia; occasionally, when the pa- 
tient has evidenced severe nervous ten- 
sion, dramamine has been employed to 
prevent dangerous postoperative nausea 
and vomiting. 
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Another advantage to the ophthalmic 
surgeon of this technique of general 
anesthesia is the complete control pos- 
sible over the patient throughout the 
operation, irrespective of its duration. 
Extensive operative procedures can be 
performed with relative ease. Several of 
the patients in this series had a single 
operation for both cataract and glau- 
coma; other patients were subjected to 
sclerectomy combined with iridencleisis 
for severe glaucoma; and still other pa- 
tients underwent scleral resection and 
retinopexy, with the separation of sev- 
eral rectus muscles, including an oblique. 
Such extensive procedures are easier for 
both the patient and the surgeon when 
general anesthesia is employed. 


A final advantage to the surgeon is the 
lowered intraocular pressure which of- 
ten accompanies the use of general anes- 
thesia for intraocular surgical proce- 
dures. Hyaluronidase was not required 
for retrobulbar injection. The eyes were 
generally soft when the operation was 
begun, and even glaucomatous eyes were 
softer than they could be expected to be 
under local anesthesia. Indeed, the re- 
duction of intraocular pressure probably 
equalled that obtained by prolonged 
manual pressure, as employed by Chan- 
dler, Dunphy, and others: that method 
of reducing intraocular pressure is im- 
portant for operations under local anes- 
thesia, but it is unnecessary with general 
anesthesia. 


It is essential to emphasize that the 
utmost cooperation between the anes- 
thesiologist and the ophthalmic surgeon 
is mandatory for the successful conduct 
of this anesthetic technique, for prob- 
lems arise both in the realm of the anes- 
thesiologist and in the realm of the oph- 
thalmic surgeon which may endanger 
the outcome for patients, particularly 
among those over 60 years of age and 
likely to be suffering from cardiovascu- 
lar and _ cardiorespiratory diseases. 
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Only when both physicians appreciate 


and respect the other’s problems and 
aims can this technique be employed 
with safety for the patient, for the tech- 
nique of itself introduces inherent risks 
for the patient’s life as well as the 
patient’s vision. These include partial 
loss of airway, coughing, or sneezing 
before the eye is opened, straining dur- 
ing operation, and prolonged uncon- 
sciousness postoperatively. 


In the event of severe and uncon- 
trollable coughing during the anesthetic 
induction, the patient is allowed to 
awaken and the operation is continued 
under local anesthesia. Such coughing 
and/or laryngospasm early in the anes- 
thetic induction may be due to fluid 
dropping into the pharynx during the 
aseptic preparation of the field. Great 
care must therefore be taken in this 
maneuver. Similarly, sneezing may be 
due to reflex stimulation around the 
eye (even strong light may cause it) and 
can be controlled by the proper applica- 
tion of local anesthesia. 


The important complications are 
those entailing hazard to the eye during 
operation: the open eyeball can be lost 
if the patient strains, struggles, or 
coughs, causing loss of vitreous. Dur- 
ing operations performed under local 
anesthesia alone, loss of vitreous can 
occur. The addition of general anesthe- 
sia does not seem to aggravate the pos- 
sibility when proper safeguards are 
used in the surgical technique. Kirby, 
in speaking of the loss of vitreous in 
cataract surgery, blames it on nervous 
tension in the surgeon, or on unguarded 
or uncontrollable movement by the pa- 
tient, which ruptures the hyaloid. He 
states that there is no “laudable loss of 
vitreous,” and that it is to be avoided if 
possible. He states that it is most often 
caused by increased intraocular pres- 
sure, due to muscle spasm, retrobulbar 
injection, increased intraorbital pres- 
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among other things. He feels that 
spasm of voluntary muscle is a potent 
cause of loss of vitreous, and he used a 
period of preoperative training for his 
patients who were to be operated upon 
under local anesthesia. He believes that 
the patient should be instructed to take 
a deep breath, rather than admonished 
not to hold the breath. He also mentions 
that the use of epinephrine may, in 
some instances, add to the nervous ten- 
sion of the patient under local anesthe- 
sia. One of his most pertinent com- 
ments is that the relief of abnormal 
muscle tone due to fear or pain can re- 
duce the incidence of loss of vitreous. 
Macular edema‘ has been thought to 
occur after such loss or prolapse of vit- 
reous? into the anterior chamber. Bel- 
lows! states that loss of vitreous is a 
frequent complication of intracapsular 
extraction; yet, some surgeons may be 
able to complete a large series of cases 
without vitreous loss. Townes,> in 
speaking of complications of cataract 
surgery, reviewed 565 operations for 
cataract under local anesthesia, which 
were performed over a five-year period, 
in which there was vitreous loss in 37, 
or approximately 7 per cent. 


In the present series under general 
anesthesia, loss of vitreous occurred in 
3 per cent of the operations. This is a 
favorable figure, but it requires modifi- 
cations in surgical technique to permit 
control of the eye in the event of exigen- 
cies. When one is operating under gen- 
eral anesthesia, the importance of a sin- 
gle suture with which one can close the 
eyebail promptly by merely pulling one 
end, should be emphasized. This safe- 
guard has been utilized twice in the 
present series. 


Finally, the third problem of pro- 
longed unconsciousness after surgery, 
due to the requirement for excessive 
doses of pentothal,; must be considered. 
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It is obviously of great importance from 
the point of view of the general welfare 
of patients, but there have been no ocu- 
lar difficulties in this series because of 
an excessively long recovery period. 


ANESTHETIC CONSIDERATIONS 


The selection of patients to be anes- 
thetized by this technique of general 
anesthesia for intraocular surgical pro- 
cedures constitutes one of the major 
problems of the method for the anes- 
thesiologist. The absolute contraindica- 
tions to general anesthesia that are es- 
tablished criteria for any elective opera- 
tion apply with equal force to ophthal- 
mologic operations: cardiac decompen- 
sation, severe impairment of renal func- 
tion, severe hepatic dysfunction or hepa- 
titis, uncontrolled diabetes, marked 
anemia, and polycythemia, all fall in this 
category. These complicating factors 
were present in a large number of the 
patients in this present series (table 
Ill), as might be expected in the age 
groups represented: the average age 
was 66 years. In many instances of 
heart disease, anemia, diabetes, or poly- 
cythemia it is possible to ameliorate the 
disease by corrective therapy to such an 
extent that operation may be performed 
with relative safety at a later date. 


Diseases which might be expected to 
increase the possibility of coughing dur- 
ing anesthesia, or to prevent the mainte- 
nance of a clear and patent airway, are 
considered relative contraindications to 
the use of this type of general anesthesia 
for intraocular procedures. These in- 
clude bronchiectasis, asthma, bronchitis, 
pulmonary tuberculosis, upper respira- 
tory infections, and any tumor tending to 
obstruct the pharynx, larynx, or trachea. 
If a patient coughs spasmodically dur- 
ing anesthesia but prior to entry of the 
eyeball, the anesthesia has been discon- 
tinued, the patient allowed to awaken, 
and the operation either postponed or 
continued under local anesthesia. 
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Taste III 
OrGANIC DISEASE PRESENT Prior TO OPERATION 


DISEASE NUMBER OF CASES 

Hypertension (systolic pressure above 150 mm. Hg) 33 

(systolic pressure above 180 mm. Hg) 14 
Arteriosclerotic heart disease 15 
Rheumatic heart disease l 
Cardiac decompensation 1 
Diabetes mellitus 10 
Emphysema 4 
Asthma 3 
Portal cirrhosis l 
Impaired renal function 3 
Anemia 1 
Severe senile confusion 1 
Polycythemia 2 
Diabetes associated with stress 3 


There are other instances wherein the 
contraindications to general anesthesia 
are relative: the possible complications 
of general anesthesia must be balanced 
against the potential benefits to be ob- 
tained. Thus, in certain patients who 
have suffered moderately severe cardiac, 
renal or hepatic damage which cannot 
be corrected by treatment, general anes- 
thesia has been undertaken on the basis 
of a calculated risk. Also to be included 
in this category are senility, extreme ap- 
prehension and psychosis in which co- 
operation is impossible. One contraindi- 
cation of prime importance in the selec- 
tion of patients for this anesthetic tech- 
nique is marked obesity, particularly 
when it occurs in the short, thick-necked 
individual. Experience has shown that 
these patients are prone to be serious 
anesthetic problems because of their ten- 
dency to cough and/or develop partial 
or complete respiratory obstruction. In 
these instances it is wise to plan on gen- 
eral anesthesia with an endotracheal 
tube inserted. 


In order to ascertain all the informa- 
tion necessary for an intelligent selec- 


tion of patients for general anesthesia, 
it is obligatory to obtain a thorough pre- 
operative study. This should include a 
complete history and physical examina- 
tion, as well as basic laboratory data: 
complete urinalysis, blood counts and 
hematocrit, determination of blood sug- 
ar and of nonprotein nitrogen. Addition- 
al studies, including chest roentgeno- 
gram, electrocardiographic tracings, de- 
termination of blood volume, are ob- 
tained whenever warranted for pre- 
operative evaluation. 


The average induction and operation 
lasted fifty minutes, during which 1036 
mg. of sodium pentothal were adminis- 
tered. Twenty-five patients also received 
from one to four cubic centimeters of 
d-tubocurare, and fifteen received sup- 
plements of intravenous demerol. The 
average patient was conscious and talk- 
ing in the operating room or in the re- 
covery room within forty minutes, the 
longest recorded recovery time being 
two hours. The average stay in the hos- 
pital after operation was nine days. 


Anesthetic complications were en- 
countered in 7 of the 100 cases. 
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1. Mr. D., an obese man with diabetes, re- 
ceived 1750 mg. of sodium pentothal sup- 
plemented by nitrous oxide and curare. He 
began to awaken when the needle was in- 


advertently displaced from the vein; it was . 


reinserted with no ill effects. 


2. Mr. H. began to cough during induction. 
The general anesthetic was stopped, and 
the operation was satisfactorily performed 
under local anesthesia. 


3. Mr. T. received 1450 mg. of sodium pen- 
tothal. It was so difficult to maintain deep 
anesthesia with a good airway that it was 
necessary to perform an emergency intu- 
bation after administration of anectine. 
Anesthesia was then maintained with cy- 
clopropane. 


4. Mrs. T., a 64-year-old patient with hyper- 
tensive arteriosclerotic cardiovascular dis- 
ease and blood pressure of 220/110, suf- 
fered a decrease of systolic pressure to 80 
mm. Hg. Operation was postponed. At a 
second operation her blood pressure fell 
60 mm. Hg. No ill effects were noted. 


5. Mr. F., a 79-year-old patient, underwent 
two short periods of Cheyne-Stokes res- 
piration (unknown etiology) with no ill 
effect. 


6. Miss McN., a 78-year-old obese woman 
with arteriosclerotic heart disease and signs 
of mild decompensation, such as dyspnea 
on effort and bilateral pitting ankle edema, 
had stertorous breathing throughout the 
operation and, in spite of administration of 
2650 mg. of sodium pentothal, vitreous was 
extruded. 


7. Mr. A., an emphysematous 85-year-old 
male, moved his eyeball abruptly during 
_ anesthesia, and vitreous was extruded. 


Miss MeN. is an example of the type 
of patient who should not receive general 
anesthesia. Unfortunately, due to the 
patient’s refusal to cooperate with local 
anesthesia, general anesthesia was at- 
tempted, in spite of a preoperative note 
by the anesthesiologist that local anesthe- 
sia should be utilized. This problem is 
one which must be decided on the mer- 
its of each case, and certainly every at- 
tempt should be made to attain the co- 
operation of such patients. Full general 
anesthesia with insertion of an endo- 
tracheal tube might well have been a 
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better choice of method. By comparison, 
Mr. W. (not listed) was an example of 
a patient considered unfit for general 
anesthesia; yet he was operated upon 
twice under local anesthesia, supple- 
mented on one occasion by administra- 
tion of demerol intravenously and on 
another occasion by nembutal intraven- 
ously. He was 46 years old, had diabetes, 
weighed 244 pounds, and had arterio- 
sclerotic, hypertensive cardiovascular 
disease and a blood pressure of 290/160. 
If this patient had refused local anes- 
thesia, a trial of general anesthesia 
would have been extremely hazardous. 


SUM MARY 


1. An anesthetic technique has been 
described which employs general an- 
esthesia (pentothal hypnosis) in 
combination with topical and region- 
al anesthesia for the performance of 
intraocular surgical procedures. 


2. The results in one hundred intra- 
ocular procedures are recorded. 


3. Patient acceptance of the technique 
was excellent; certain problems in- 
herent in the technique were posed 
for the anesthesiologist and the oph- 
thalmic surgeon. 


4. Complications, from the surgical 
point of view, were few, the most 
serious being loss of vitreous in 
3 per cent of the cases. A technique 
was developed surgically to permit 
rapid closure of the eye in the event 
that coughing or straining occurred 
during the procedure. 


5. Complications, from the anesthesi- 
ologic point of view, consisted of 
laryngospasm, coughing, obstruction 
to the airway, hypoxia, and hypo- 
tension. A meticulous selection of 
patients for the use of the technique 
is essential. 
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6. 
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Surgeons and anesthesiologists must 
be prepared for a rapid change of 
plan: either to the use of full general 
anesthesia through an endotracheal 
tube or to local anesthesia. 
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CONTINUOUS RETROBULBAR ANESTHESIA 


Harotp G. Scuete, M.D. 
PHILADELPHIA, PENNSYLVANIA 


THIS paper presents a method for 
maintaining continuous retrobulbar an- 
esthesia by repeated injections of local 
anesthetic solution through fine poly- 
ethylene tubing, one end of which rests 
in the muscle cone. The tubing is insert- 
ed into the muscle cone through a retro- 
bulbar needle which is still in position 
after the injection of anesthetic solution 
for retrobulbar anesthesia. The tubing 
is held in place while the needle is with- 
drawn over it. Repeated injections can 
be made through the tubing for as long 
as retrobulbar anesthesia is desired. 


The method was developed as a result 
of interest stimulated by previous work 
with long-lasting local anesthetic agents?! 
directed toward obtaining local anes- 
thesia of sufficient duration to avoid 
postoperative pain. Advantages of lo- 
cal anesthesia which could eliminate 
postoperative pain would be numerous. 
Pain following ocular surgery may be 
sufficiently severe to cause marked ap- 
prehension and restlessness, with squeez- 
ing of the lids, threshing about in bed, 
nausea and vomiting. Postoperative sed- 
atives and analgesics, particularly in 
older people, may lead to further vomit- 
ing, a confused mental state, hypoten- 
sion and other complications. Discom- 
fort following ocular operations is usu- 
ally most severe from the time the local 
anesthesia wears off, two to three hours 
after injection, until ten to twelve hours 
after injection. Following this initial 
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postoperative period during which pain 
is frequently throbbing and intense, lit- 
tle discomfort occurs in the absence of 
complications. Local anesthesia that 
could be prolonged for this critical pe- 
riod of twelve hours, or slightly more, 
would be very advantageous. It would 
also be very helpful in other ocular con- 
ditions accompanied by protracted pain 
or in which repeated painful manipula- 
tions, such as paracentesis, might be 
required. 


Although the use of retained needles 
or catheters, for repeated or continuous 
injections of local anesthetic solution to 
prolong local anesthesia, is rather com- 
monplace in other fields of surgery, no 
reports of its employment are found in 
ophthalmologic literature. Lemmon,’ 
1941, apparently first used a retained 
flexible intraspinal needle for continu- 
ous spinal anesthesia, whereas Edwards 
and Hingson,® 1942, used an identical 
method for continuous caudal anesthe- 
sia. Manalan,!° 1942, and Adams, Lun- 
dy and Seldon,! 1943, unaware of each 
other’s work, independently introduced 
the use of a retained catheter inserted 
through a needle for continuous caudal 
anesthesia. Touhy,'* in 1945, first used 
a catheter for continuous spinal anes- 
thesia. In 1949, Thomason and Moretz!’ 
used the same technique for continuous 
lumbar paravertekral sympathetic block. 
Blades and Ford,* 1950, introduced the 
method for thoracic surgery. They 
placed polyethylene tubing in the wound 
at the site of painful ribs for control of 
postoperative pain in chest surgery. Pro- 
caine solution injected through the tube 
every two to three hours gave consider- 
able relief from postoperative pain and 
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discomfort. The tubes were left in place 
from three to nine days. No infection 
or interference with wound healing was 
noted in 36 patients, 18 of whom served 
as controls. Gerwig, Thompson and 
Blades,? in 1951, employed the same 
technique following upper abdominal 
surgery, feeling that reduced pain would 
ensure freer breathing and fewer res- 
piratory complications. Catheters were 
placed beneath the anterior rectus mus- 
cle sheath of abdominal wounds and 
brought out away from the wounds 
through stab incisions. Three cubic cen- 
timeters of 2 per cent procaine solution 
was injected through the tubing at three- 
hour intervals. Gerwig and his co-work- 
ers studied its effectiveness on 24 pa- 
tients who had had cholecystectomies, 
12 of whom served as controls. The pain 
ordinarily was greatest between the 
twelfth and thirty-sixth postoperative 
hours and was largely gone by the 
eighty-fourth hour. The control group 
needed eleven hypodermic injections per 
person, whereas the treated group re- 
quired only three injections during the 
period of acute pain. The tubes were re- 
moved at the end of sixty hours with no 
ill effects being noted. Gerwig, Alpert, 
Coakley and Blades,’ in 1953, further 
extended the use of continuous caudal 
anesthesia maintained by polyethylene 
tubing for relief of pain following hem- 
orrhoidectomy. Anesthesia was con- 
tinued for forty-eight hours with strik- 
ing relief from pain. No complications 
were encountered in 59 patients. Ansbro 
and his co-workers,” in 1952, used con- 
tinuous spinal anesthesia for a period of 
eleven days with no ill effect in the case 
of a patient with a vascular lesion of one 
lower extremity. Sergent and Owen,!? 
1951, mentioned its use for serial 
stellate ganglion block. Davidson, Hing- 
son and Hellman,° in 1951, reported hav- 
ing used plastic catheters in the sub- 
arachnoid and peridural spaces of 1,913 
patients for the continuous administra- 
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tion of anesthetics and therapeutic med- 
icaments to control pain from such a 
variety of conditions as postdelivery, 
advanced malignancy of the prostate, 
carcinoma of the uterus, severe rectal 
fistulas, severe vulvovaginitis following 
radium burn, and acute pancreatitis. The 
catheters were left in place from a few 
hours to 142 days. One patient developed 
cellulitis over the sacrum, and one de- 
veloped aseptic meningitis following in- 
troduction of a polyethylene catheter. 
Data gained from the literature indicate 
that continuous local anesthesia by the 
use of a retained needle or catheter is 
safe and very practical. It is now exten- 
sively used for prolonged spinal and 
caudal anesthesia, and the technique is 
widely accepted. 


TECHNIQUE FOR CONTINUOUS 
RETROBULBAR ANESTHESIA 


Local anesthetic solution is injected 
through a 27-gauge needle to raise a 
wheal in the skin over the lateral infe- 
rior aspect of the lower lid, and the lid 
septum is infiltrated to prevent pain 
when passing the retrobulbar needle. A 
specially made, thin-walled 19-gauge 
needle, containing a stilet to ensure 
patency, is used for retrobulbar anes- 
thesia (figs. 1 and 2). The finest poly- 
ethylene tubing available, PE-10, read- 
ily threads through such a needle. The 
smallest standard needle of regular 
thickness through which the tubing will 
pass is 18-gauge, but because of its cali- 
ber, it causes more trauma and is diffi- 
cult to insert. The tip of the needle is 
bevelled and rounded as suggested by 
Atkinson.’ After insertion of the needle 
into the muscle cone, the stilet is re- 
moved, a hypodermic syringe is at- 
tached, and the retrobulbar anesthetic is 
given. A piece of polyethylene tubing 
two and one-half times the length of the 
needle is pushed into the lumen of the 
needle until the resistance of orbital tis- 
sue is encountered, indicating that the 
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FIG. 1—Apparatus for continuous retrobulbar anesthesia unassembled. 


end of the needle has been reached. In 
order to maintain the tubing in this posi- 
tion while the needle is withdrawn, the 
thumb and forefinger gently grasp the 
tube near the base of the needle as the 
needle passes over it (fig. 3). After the 
needle has been removed, a chamber 
containing anesthetic solution is con- 
nected to the free end of the tubing by 
a 27-gauge needle which fits tightly 
enough to form a water-tight connection 


(fig. 3). The chamber is made from a 
piece of rubber tubing, 35 mm. long, of 
the type and size used for intravenous 
injections (fig. 2). The chamber is 
formed by closing one end of the tubing 
by a metal plug and the other by an 
adapter that fits into the 27-gauge 
needle. The chamber is filled with anes- 
thetic solution to displace all air and is 
sutured to the skin in front of the tragus 
of the ear, a convenient location because 
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FIG. 


Thin-walled 19-gauge retrobulbar needle with stilet and anesthesia chamber assembled 
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3—Retrobulbar needle withdrawn over polyethylene tubing in muscle cone. 
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the skin already has been anesthetized 
by the O’Brien block (fig. 3). Injections 
of anesthetic solution can be made into 
the chamber by inserting a fine needle 
through the rubber wall, just as one in- 
jects solutions into an intravenous tub- 
ing. The wall of the rubber chamber 1s 
first wiped with an alcohol sponge. In- 
jections can be made through the free 
end of the polyethylene tubing rather 
than employing a chamber, but a closed 
system probably helps to safeguard 
against infection. If the tubing is in- 
jected directly, the end should be 
sponged with alcohol, and one-quarter 
inch removed with a sterile scissors to 
ensure sterility. In either instance, the 
tubing is secured to the cheek by a strip 
of pressure-sensitive Scotch tape, no. 
222, which can be autoclaved (fig. 4). 


CLINICAL OBSERVATIONS 


The author has used continuous retro- 
bulbar anesthesia, maintained by injec- 
tions of local anesthetic solution through 
polyethylene tubing placed in the muscle 
cone, in 125 patients to control post- 
operative pain. Discomfort almost invar- 
iably is relieved seconds after the injec- 
tion of 2 cc. of the local anesthetic agent 
and this relief persists for the duration 
of action of the anesthetic agent. After 
the second or third injection, relief of 
pain usually lasts for a shorter time. Pre- 
operative medication in this series of 
patients consisted of sodium pentobarbi- 
tal, 0.6 grams, given two hours and one 
hour preoperatively, and dramamine 
orally, 100 mg. every four hours for six 
doses, beginning four hours preopera- 
tively. No sedatives or analgesics were 
used postoperatively. Anesthetic solu- 
tion was injected only if the patients 
complained of pain, whereas ordinarily 
we would have prescribed acetylsalicylic 
acid or meperidine hydrochloride. 


Thirteen per cent of the patients had no 
postoperative pain and required no in- 
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jections of local anesthetic solution. The 
remainder, or 87 per cent of patients, 
complained of pain and were given one 
or more injections. Twenty-nine per 
cent required only one injection. An- 
other 23 per cent required a second in- 
jection; and 27 per cent, a third injec- 
tion. Only 6 per cent required four or 
more injections. The average length of 
time following retrobulbar anesthesia 
until they complained of pain was two 
hours and forty minutes. The period of 
most severe pain occurred during the in- 
terval between two and twelve hours af- 
ter anesthetization. Few patients had se- 
vere pain after that time. A small num- 
ber of patients were given repeated in- 
jections at hourly intervals following 
operation with reduction or prevention 
of postoperative pain. 


Continuous retrobulbar anesthesia was 
employed also in certain other conditions 
involving protracted ocular pain. It 
proved to be of value in relieving the 
pain and apprehension of acute conges- 
tive glaucoma until medical treatment 
became effective or until surgical treat- 
ment could be carried out. It also em- 
bodies the tension-lowering effect of a 
local anesthetic and epinephrine. Con- 
tinuous retrobulbar anesthesia is also 
helpful when repeated minor operative 
procedures are necessary over a period 
of days. An excellent example of its 
usefulness occurred in the case of an eye 
with traumatic hyphemia and secondary 
glaucoma for which repeated paracen- 
teses were necessary. The patient was a 
nervous youngster, fifteen years of age, 
who would not have cooperated in re- 
peated retrobulbar anesthesia and ma- 
nipulations of his eye. Furthermore, he 
had recurrent severe pain at times dur- 
ing the intervals between the operations 
on his anterior chamber. The tubing was 
allowed to remain in place in his muscle 
cone for one week, during which time 
instillations were made as_ indicated. 
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FIG. 4—Anesthesia chamber sutured to skin anterior to ear and connected to polyethylene tubing. Tubing 
attached to malar region by pressure-sensitive no. 222 Scotch tape. 


This permitted paracentesis to be done 
painlessly on two occasions and relieved 
severe pain at other times. 


Possible infection from a retained ca- 
theter must be considered, but it did not 
occur in our series of over 125 patients, 
and it is almost unmentioned in reports 
of continuous anesthesia in other fields 
of surgery. We have employed the meth- 
od only for patients receiving wide-spec- 
trum antibiotics systemically, a precau- 
tion we take after all intraocular sur- 
gery. This undoubtedly adds to the safe- 
ty of the method. The method is certain- 
ly contraindicated if ocular infection is 
present, particularly if it is suspected 
that the infection is due to an antibiotic- 
resistant organism. Sterility must be 
carefully observed in inserting the tubing 
and in making the injections. Hemor- 
rhage should occur no more frequently 
than with ordinary retrobulbar anes- 
thesia because the tubing is pliable and 
hardly capable of causing damage to the 
blood vessels. Polyethylene tubing is 
nonirritating, at least for the duration 
of time employed in continuous anesthe- 
sia. In the vast majority of patients, the 
tubing has been left in place for only 


twenty-four hours. We have left the 
tubing in place for several days to a 
week in only a few patients, but no com- 
plications resulted. General surgeons do 
not hesitate to continue it for several 
days to a week. There have been no com- 
plications observed in the entire series. 
We left the tubing in place for two or 
three days following enucleations, de- 
pending upon the severity of the dis- 
comfort. 


Continuous retrobulbar anesthesia is 
sufficiently simple to be of practical 
value. The technique is easy to learn and 
the equipment is readily available. It 
gives prompt and usually complete re- 
lief from postoperative pain for the 
duration of action of the anesthetic. It 
offers an excellent method for the study 
of ocular pain, including the duration of 
action and effectiveness of local anes- 
thetic agents. The method can be helpful 
in any situation in which pain is pro- 
longed or in which repeated manipula- 
tions of the eye are needed. 


CONCLUSIONS 


Continuous or repeated retrobulbar 
anesthesia, by injections through fine 
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polyethylene tubing inserted into the 
muscle cone, is practical and safe. The 
method can be helpful in any situation 
in which pain is prolonged or in which 
repeated manipulations of the eye are 
needed. 
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DISCUSSION OF PAPERS ON OCULAR ANESTHESIA 


Max S. Sapove, M.D. 
CHICAGO, ILLINOIS 


BY INVITATION 


I THINK that the next few years will 
really confuse most of us because the 
chemists, especially in Europe, are busy 
on a galaxy of compounds “all of which 
are better than what you are using to- 
day.”’ I have many drugs that are better 
than procaine. There is going to be con- 
fusion. I think that Dr. Swan is abso- 
lutely correct. Many of these drugs have 
distinct advantages over cocaine, over 
procaine, over any of the drugs that you 
are using today. And it is interesting 
that the drugs which he mentioned are 
also now, according to some pharmacolo- 
gists, passé. 


It seems to me, however, that the 
average practicing clinician must hold 
off trying this, that, and the other until 
large bodies of data—not 100 cases, not 
500 cases, not even 1,000 cases, but truly 
thousands of cases—have accrued. In 
order to evaluate a drug or technique, it 
must be tried under various circum- 
stances in many clinics before the true 
picture begins to be clear, and this oc- 
curs only after years of usage. 


I know that Dr. Daniel Moore, in his 
new book Complications of Regional 
Anesthesia, will comment on one disad- 
vantage that we have found with cy- 
claine. It lasts much longer in tissues 
than procaine, but every once in a while 
it has a slightly deleterious effect in the 
skin itself. So if you are using cyclaine, 
especially in the 2 per cent solution with 
epinephrine added, in spite of the fact 
that it “takes” a little more rapidly, in 
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spite of the fact that it is certainly a non- 
toxic drug from the standpoint of local 
reaction, | would recommend that you 
go easy on skin infiltration in -the 
debilitated aged individual. Use 1 per 
cent without epinephrine in the skin 
itself. 


As far as xylocaine is concerned, I 
know that official bodies here in Ameri- 
ca are beginning to be concerned about 
the use of xylocaine in a higher concen- 
tration than is necessary for the work 
to be done. Do not use 2 per cent unless 
you need it. Remember that 2 per cent 
probably has no place except in nerve 
trunks larger than my finger, such as the 
sciatic nerve. One per cent is quite satis- 
factory for most of the operations 
around the eye. Xylocaine acts fairly 
rapidly, spreads nicely, lasts adequate- 
ly, and only becomes toxic in high con- 
centrations and volumes. It is an excel- 
lent drug for eye surgery if used cor- 
rectly. 


The toxicity of these agents will defi- 
nitely diminish as the concentration is 
reduced. The important consideration is 
to use the proper agent in the correct 
concentration to obtain the necessary 
result. Don’t send a man on'a boy’s job. 
Ten per cent procaine ? I would consider 
it almost criminal to use concentrations 
above 5 per cent. Why? Because as the 
concentration is increased above 5 per 
cent, the neuritic phenomenon definitely 
starts to appear, and with a 7 per cent 
concentration, it is not too unusual to 
find evidences of degeneration in a sec- 
tion of nerve. 


The justification for use of the higher 
concentrations, I don’t understand. 
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There are many longer-acting agents. If 
you want sustained anesthesia, use the 
agent that gives you the time you need. 
Do not be misled concerning the value 
of high concentrations; they add rela- 
tively little to duration of anesthesia 


and increase the danger of toxic reac- 
tions. 


As far as hyaluronidase is concerned, 
it shortens the duration of anesthesia. 
It increases successful blocks, especial- 
ly those more difficult to obtain. How- 
ever, if epinephrine is added to the so- 
lution, the effect of hyaluronidase on 
the time factor will be negated. Toxicity 
from hyaluronidase is so rare as to be 
unimportant, but this drug should be 
used when its spreading factor is really 


needed. 


If you want to induce motor pa- 
ralysis, you must use an agent in a 
concentration strong enough to give 
motor paralysis. I have seen surprise 
because 0.5 per cent procaine did not 
result in good motor paralysis in very 
heavy-faced, large individuals. Remem- 
ber that it takes a greater concentra- 
tion to penetrate heavy, large nerve 
fibers than it does small fibers, and that 
the function of these nerve fibers is re- 
duced in an orderly pattern: first, sym- 
pathetic fibers (involving the experi- 
ences of pain, temperature, and light 
touch) ; then the proprioceptive fibers, 
and last, the motor fibers. So if you 
want complete motor paralysis, you 
should use true deep anesthetic agents, 
or the weaker agents in higher concen- 
trations, or any of the newer anesthetic 
drugs which give motor paralysis when 
used in usual concentrations. 


I found the observations by Dr. At- 
kinson very interesting, and I agree 
with him wholeheartedly. 


I want to emphasize that a few care- 
fully chosen words are as potent as any 
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sedation. I am sure that there are deaths 
occurring today, in fact, I have seen 
them myself, due to oversedation. Vocal 
is about as good as local. I am sure you 
know that in many instances you can 
carry out these techniques with hypno- 
sis alone. In fact, in case of pain due to 
carcinoma, I frequently inject normal 
saline instead of a local anesthetic agent, 
because so high a percentage of patients 
say, ““My pain is gone,” when all I have 
given them is a little normal saline. 


I have seen one death which was ac- 
tually due to careless use of thorazine. 
Thorazine is an excellent sedative. By 
the way, I recommend to you also almost 
all of the sedative, antihistaminic agents 
such as phenergan, chlor-trimaton, ben- 
adryl—the whole galaxy. All of these 
drugs are excellent sedatives. The dis- 
advantages are relatively small, if one is 
acquainted with them. The danger from 
thorazine is not from the drug but rather 
from a lack of knowledge as to what it 
does. Even though thorazine is used in 
dosages that are hardly more than slight- 
ly sedative, profound depression may 
result if the usual quantities of the nar- 
cotics are used with it. This may mean 
hypoxia; this may mean cerebral throm- 
bosis; many undesirable things can oc- 
cur. I recommend caution in the use of 
thorazine when combined with narcotics. 
Carefully add the sedatives, hypnotics 
or narcotics in divided doses until de- 
sired results occur. Thorazine increases 
the duration and depth of action of nar- 


. cotics. Experience is the best guide and 


should be acquired slowly. 


As far as the barbiturates are con- 
cerned, may I condemn the timing that 
is frequently used. If the barbiturates 
are to be used, give them hypodermical- 
ly an hour, at the very least, before the 
time of surgery. Preferably give nothing 
by mouth if this can be avoided. 


We should not be too surprised when 
nausea and vomiting occur, even though 
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the patient has been brought into the 
operating room merely for examina- 
tion. After all, we have all witnessed 
the mother of a patient nauseated and 
‘vomiting outside the operating room; 
she was not being operated on. I have 
seen the father of a patient fall and re- 
quire more sutures than the baby. These 
were reactions to the operations al- 
though no drugs were administered. 
Most of the reactions are not reactions 
to the drugs; they are reactions to the 
procedures. They are simple syncopes; 
they are not even local anesthetic reac- 
tions. 


The local anesthetic reactions that 
you think you see are most frequently 
“fainting episodes.” I believe that true 
reactions should not occur in more than 
one in 1,000 cases. If someone tells you 
that he is sensitive to local anesthetics, 
try to find out which drug was used and 
choose a drug of another type. Pre- 
medicate with barbiturates carefully and 
give the newer drug in very dilute con- 
centrations and in divided doses slowly. 
In the case of a very sick patient, it 
might be better to use general rather 
than regional anesthesia, especially if 
there have been several “reactions to lo- 
cal.” 


I know of no adequate test for local 
anesthetic sensitivity. If an intradermal 
wheal is raised in testing reaction to a 
drug, by all means don’t inject that drug 
into tissue. In other words, if drug X 
injected into the skin produces a big 
flare and a wheal, don’t use drug X for 
a retrobulbar anesthetic. It is obvious 
that the tissues are reacting abnormally. 
They are being irritated by the drug. It 
has no place in the anesthesia program 
for this individual. 


However, unfortunately individuals 
who are sensitive to one drug are usually 
sensitive to many agents. The more 
times that a specific drug is given to an 
individual, the more likely he is to de- 
velop a sensitivity to it. 
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I would also plead that you all caution 
your staffs regarding tests for sensitivi- 
ty. Each of you knows better, I know; 
but in the last two years, my attention 
has been called to three cases of extreme 
irritation of the eyes, caused by a test 
for sensitivity made by placing the drug 
in a conjunctival sac. This is a nice way 
to observe sensitivity, but personally I 


feel that it has no place in modern medi- 
cine. 


As far as epinephrine is concerned, 
we believe that reactions of palpation 
and tachycardia are often due to the 
fact that too much epinephrine was giv- 
en. The concentration of epinephrine 
that should be used is 1 in 100,000, and 
it should be accurately measured. How- 
ever, on a study of a group of volun- 
teers, it was found that if you gave an 
injection, but the subject did not see the 
needle, he showed only a slight response 
to the injected epinephrine ; however, if 
you showed him the needle and you said, 
“T am going to stick you,” the response 
was as great, if not greater. The danger 
from an epinephrine injection is not 
great, provided it does not enter a ves- 
sel, and it would seem to me that for a 
deep retrobulbar injection one must 
aspirate to be sure that a vessel has not 
been entered. For this reason, all 
syringes should be the type suitable for 
aspiration. Interesting studies have re- 
cently been made of operative proce- 
dures about the face; one author will 
report that in 6 per cent of the cases in 
which there were blocks of a mandibular 
nerve, the needle was intravascular. 
This may be the cause of reactions. 


I should like to condemn rapid in- 
jection. Almost all of my staff have to 
be slowed down on the speed of injec- 
tion. The size of the needle is not the 
most important thing; it is the type of 
point used and the gentleness with which 
it is used. Speedy injections are always 
painful. Speedy injections “take off” in 
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tissue, and I recommend to all of the 
authors, who seem to have a wonderful 
insight into methods of study, that they 
study the spread of diodrast combined 
with local agents. If they inject rapidly, 
it will track far beyond their wildest 
imagination. Some members of our staff 
have had the misfortune to cause ocular 
motor paralysis by too rapid injections 
of alcohol. If the injection is made slow- 
ly, the alcohol spreads centrifugally ; if 
it is made rapidly, the drug tracks along 
planes of least resistance. 


As for general anesthesia, I make one 
very important plea. At the Illinois Eye 
and Ear Infirmary we have been using 
general anesthesia and we will continue 
to use it on anybody who requires it. 
However, at the Harvard Medical 
School, which in my opinion has one of 
the world’s outstanding departments of 
anesthesiology, they are saying, if I may 
interpret it, that the hazards in general 
anesthesia are much greater, and one 
should use it with extreme caution. The 
risk is directly proportional to the skill 
and energy of the surgical team. 


No patient should be refused general 
anesthesia because of our prejudice 
against it. After all regional attempts 
fail, we always turn to general anesthe- 
sia. General anesthesia can be tolerated 
by anyone but those most seriously ill, 
that is, those in cardiorespiratory fail- 
ure. This method of anesthesia requires 
the teamed efforts of the surgeon, in- 
ternist and anesthesiologist, and the skill 
of ali members must be utilized or the 
price paid for general anesthesia will 


be high. 


I will not permit my residents and my 
staff to use pentothal, or any form of 
general anesthesia that resembles pento- 
thal-nitrous anesthesia, unless an ade- 
quate retrobulbar block has first been 
secured. I know of two deaths from this 
drug in England in 1943. I have had re- 
ported to me no less than five deaths 
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from the same cause within approxi- 
mately 600 miles of Chicago. If pento- 
thal is given without adequate topical 
anesthesia and without adequate retro- 
bulbar block, there is a possibility that 
impulses resulting from stimulation of 
the conjunctiva and other tissues 
in the area may produce a sneeze 
or a cough. Such impulses may reach 
the vagus fibers and thus arrest the 
heart. It is my firm conviction that all 
general anesthesia should be done using 
adequate retrobulbar block and topical 
anesthesia supplement unless these are 
absolutely contraindicated, in which case 
I should prefer not to use the barbi- 
turate techniques. Pentothal is a won- 
derful agent when used correctly. It is 
probably the ideal supplement to nitrous 
oxide. However, if it is used incorrectly 
by untrained individuals, occasionally 
the patient may pay the superior price. 


| agree with the authors that the anti- 
nausea and the antivomiting drugs real- 
ly aid in the emergence period. How- 
ever, some patients will still experience 
nausea and vomiting; for them the tech- 
nique which Dr. Scheie presents is an 
excellent one. We have used this tech- 
nique for carcinoma patients, but not in 
cases related to ophthalmology. The only 
disadvantage that I found was that we 
have had difficulty in maintaining the ca- 
theter in place. I think that the problem 
is to prevent drift of the catheter for- 
ward and back. I don’t know what tech- 
nique others use for fixing the catheter. 
We have actually taken a stitch in the 
skin to hold the catheter in place. We 
have also taken the trouble to put anti- 
bacterial agents around it. 


SUMMARY 


A great deal of information is being 
made available on anesthesia, but in the 
final analysis each man uses that tech- 
nique which he knows best. As a patient, 
I would not dictate the drug to be used. 
Certain drugs that are coming along cer- 
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tainly are more potent, more rapid act- 
ing. Some of these drugs actually act al- 
most within seconds—deep penetrating, 
very little irritation. They are safer if 
one uses the correct total dosage and 
correct concentration. The importance 
of the hazard of intravascular injection 
cannot be overemphasized. 


I believe that general anesthesia has a 
tremendous place. Although some doc- 
tors say, “Oh, I don’t like a general 
anesthesia,” when they have a psycho- 
pathic patient, a child, an individual who 
is uncooperative, or a bouncer, they are 
glad to “put him to sleep.” I feel that a 
patient of that kind should be given a 
general anesthetic beforehand; do not 
try a regional and then abandon it after 
it has failed. It is better to have good 
general anesthesia than poor regional 
anesthesia. 


At the Illinois Eye and Ear Infirm- 
ary, any patient who wants to “sleep” is 
permitted to have general anesthesia. 
Basically, however, let’s not forget that 
in the long run, regional anesthesia is 
safer than general anesthesia. I sincerely 
believe that much more skill is needed 
to do general anesthesia for eye surgery 
than to do many of the other forms of 
anesthesia. Eye anesthesia should be ab- 
solutely under control and as light as is 
consistent with the work at hand. 


I personally will not do eye anes- 
thesia unless an endotracheal tube is in 
place. However, there are many things 
that I don’t like about local anesthesia 
procedures in your specialty. I would 
recommend to many of you that you get 
up on that table, which you think is such 
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a nice table, and just lie there for an 
hour. I get fidgety. I cannot even rest 
there more than thirty minutes without 
feeling extremely uncomfortable. You 
should provide better comfort for the 
patient. 


Also, there are sheets and all kinds of 
things put over the patient’s face. Some- 
times he is fidgeting, not because you are 
hurting him but because he cannot 
“catch his breath.” Oxygen lack and 
carbon dioxide excess are probably oc- 
curring in many of these patients. 


It often seems to me as | watch eye 
surgery, that the attitude is, “If the pa- 
tient does not bother you, don’t you 
bother the patient.” Sometimes I have 
wondered, as I have watched, whether 
the patient was alive, and if not, how 
much this was due to the extreme seda- 
tion. This sounds like a joke, but we 
know it is true. Avoid oversedation; it 
is dangerous. It may actually cause 
restlessness rather than prevent it, espe- 
cially if hypoxia and confusion occur. 


It is my hope that you will soon be 
giving the same consideration to your 
patients as is afforded the patients of 
other surgeons; i.e., that a blood pres- 
sure cuff be put on the patient; that 
pulse and blood pressure be taken ; that 
fluids be given. I believe that many of 
the coronary thromboses and cerebral 
vascular accidents that happen three, 
four and five months after an eye oper- 
ation really are due to the hypotension 
caused by excess sedation during the 
eye operation and to inadequate observa- 
tion and support during the eye opera- 
tion. 
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OCULAR LESIONS OF NEVOXANTHOENDOTHELIOMA 
(INFANTILE XANTHOMA DISSEMINATUM) 


A. EpwarRD MAUMENEE, M.D. 
BALTIMORE, MARYLAND 


THANNHAUSER’S extensive clinical 
and laboratory studies of lipoidal dis- 
eases? have improved our knowledge of 
these conditions so that isolated bits of 
information about apparently separate 
clinical entities can now be made into an 
organized classification of related syn- 
dromes. The following is a simplified 
classification of cutaneous xanthomas in 
children, which was suggested by Crock- 
er? and which conforms to the general 
concepts of Thannhauser: 


Type I. 

Serum Cholesterol (and Fats). Normal: 
Group A. Xanthoma disseminatum 

(including those originally called 

‘“nevoxanthoendothelioma” and juvenile 

xanthoma ) 


Group B. Xanthomas accompanying 
various chronic diseases, especially the 
“eosinophilic granuloma syndromes” or 
the so-called ‘“reticuloendothelioses” 
(including Hand-Schiller-Christian dis- 
ease and Letterer-Siwe’s disease) 


Type Ll. 

Serum Cholesterol (and Fats) Elevated: 
Greup C. Xanthoma tuberosum (in- 

cluding essential familial hypercholes- 

terolemia ) 


Group D. Secondary or eruptive 
xanthomas (including the transitory 
xanthomas of diabetes mellitus, idio- 
pathic familial hyperlipemia, nephrotic 
syndrome, hypothyroidism, obstructive 
liver disease and von Gierke’s disease ) 


From the Wilmer Ophthalmological Institute of the 
Johns Hopkins University and Hospital. 


Presented as a Clinicopathologic Case Report at the 
Sixtieth Annual Session of the American Academy 
of Ophthalmology and Otolaryngology, Oct. 9-14, 
1955, Chicago. 
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Hand-Schiiller-Christian disease, Let- 
terer-Siwe’s disease, and eosinophilic 
granulomas of bone were at one time 
thought to be separate disease entities, 
but the present trend is to consider 
these conditions as different phases or 
degrees of involvement of a disturb- 
ance of the reticuloendothelial system. 
The histologic appearance of the skin 
lesions in nevoxanthoendothelioma (dis- 
seminated xanthomas in infants) are 
similar to those seen in the former con- 
ditions. However, systemic lesions had 
not been observed prior to a report by 
Blank, Eglick and Beerman! of a case 
in which there was ocular involvement 
in the form of a granuloma of the iris 
and ciliary body in one eye. The his- 
tologic appearance of the skin and eye 
lesions in this case were almost identi- 
cal. These authors predicted that other 
cases of nevoxanthoendothelioma in 
which there was systemic involvement 
would be found, thus integrating the 
syndrome more closely to other eosino- 
philic granulomas. 


CASE REPORT* 

History: This white male child (D.F.), aged 
4 months, was first seen by an ophthalmolo- 
gist on February 23, 1953, because of epiphora 
and steaminess of the right cornea. The eye 
had been involved for two to three weeks. Ex- 
amination by a pediatrician revealed the child 
to be normal except for multiple xanthomas 
of the skin and difficulty with the right eye. 


Eye Examination: Examination while the 
child was under ether anesthesia showed the 
left eye to be entirely normal. The right cor- 
nea was steamy, and there were many “fat- 


*Dr. Carl Jensen of Seattle, Washington, was the 
ophthalmologist in charge of the case and kindly 
gave his permission to report this material. 
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like accumulations” on the posterior surface 
of the cornea and anterior surface of the lens. 
There was some fresh blood in the anterior 
chamber. The iris was thickened and dirty 
white in color in some areas. The intraocular 
pressure measured 60 mm. Hg (Schigtz). 
Paracenteses were performed on February 24, 
February 27, and March 9. The ocular ten- 
sions remained elevated and the cornea steamy. 
The iris became thicker and more involved 
by an apparent new formation of tissue. Sev- 
eral fresh hemorrhages were noted in the 
anterior chamber. 


The eye remained inflamed, and the child 
was irritable and obviously in pain. By May 
7, 1953, it seemed impossible to save the eye 
because of the thickened iris and uncontrol- 
lable glaucoma. The possibility of a tumor of 
the eye could not be ruled out, so the eye was 
enucleated and a biopsy of the skin performed. 
The material was sent to the Stanford Unit 
Eye Pathology Laboratory for study. 


In May 1955, word was received from the 
child’s mother that he was healthy, the left 
eye was normal, and the skin lesions had be- 
gun to subside. 


Report on Pathological Material 


Right eye, Gross: The right eye measures 
approximately 23 by 24 by 23 mm. and has 
about 1 mm. of optic nerve attached. The 
cornea is slightly cloudy, and there are frag- 
ments of whitish material in the anterior 
chamber. Transillumination of the globe re- 
vealed no abnormalities. The globe is sectioned 
vertically and is filled with normal-appearing 
vitreous. The angle of the anterior chamber 
is filled with white coagulated material which 
forms a layer over the iris and pupil. The 
lens is intact. The retina, choroid and sclera 
in the posterior segment of the eye-appear to 
be normal. The disc is moderately cupped. 

Right eye, Microscopic: The optic nerve, 
retina, choroid and sclera behind the pars 
plana are essentially normal. There is no evi- 
dence of abnormal cupping of the optic nerve. 
The anterior segment of the eye contains 
pathological findings of interest (fig. 1). The 
iris, ciliary body and trabecula are almost com- 
pletely replaced by dense infiltration of cells 
containing a large pale-staining oval nucleus 
with many nucleoli and slightly eosinophilic- 
staining cytoplasm. These cells are not ar- 
ranged in any particular pattern but merely 
replace most of the normal cells and stroma in 
the areas described. Numerous newly formed 
vessels are noted throughout the stroma of the 
iris and ciliary body. A great number of Tou- 
ton giant cells are found in the reaction, but 
they are especially noticeable on the surface 
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of the iris and ciliary body next to the an- 
terior chamber (figs. 2 and 3). Also on the 
surface of the iris, the cells appear to be break- 
ing off into the aqueous. Fresh hemorrhage 
and old blood pigment are present in the angle 
of the anterior chamber and dissect Descemet’s 
membrane from the posterior surface of the 
cornea in the central area. Newly formed con- 
nective tissue is noted between the detached 
Descemet’s membrane and normal corneal 
stroma. A number of eosinophils are noted in 
the angle of the anterior chamber. The trabec- 
ula, Schlemm’s canal and the adjacent sclera 
in the region of the deep scleral vessels are 
markedly infiltrated by histiocytes. These cells 
are also present in the posterior chamber cov- 
ering the ciliary processes; however, the pig- 
mented and nonpigmented epithelium of the 
ciliary body appears intact, and the pigment 
epithelium of the iris is undisturbed. No foam 
cells are seen in this reaction. 


Skin: Biopsy of the xanthoma of the skin 
shows it to be covered by normal stratified 
squamous epithelium, the Reedy pegs of which 
are well delimited by the basement membrane. 
In areas, the dermis is almost completely re- 
placed by histiocytes similar to those found in 
the eye (figs. 4 and 5). Numerous Touton 
giant cells are scattered throughout the reac- 
tion. No foam cells or polymorphonuclear 
cells are noted. 


DISCUSSION 


The case just reported confirms the 
prediction of Blank, Eglick and Beer- 
man that other instances of systemic in- 
volvement would be found in patients 
with nevoxanthoendothelioma. In this 
case, no organic lesions were found on 
routine pediatric examination other than 
those of the skin and the eye. Special 
studies were not done, because the cor- 
rect diagnosis was not made for almost 
a year after enucleation, and by this 
time the child had moved to another 
community. 


Engelbreth-Holm, Teilum and Chris- 
tensen? have noted that eosinophilic 
granulomas progress through the fol- 
lowing four phases: 

1. A proliferative phase, which con- 
sists of histiocytic proliferation with 
accumulation of eosinophilic histiocytes. 
Foam cells are absent. 
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FIG. 1—Section of eye. Infiltration of iris, ciliary body and trabecula by histio- 
cytes, Touton giant cells and eosinophils. (40) 


> 
FIG, 2—Same as figure 1. (120 
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FIG. 3—Same as figure 1. (540) 


- 
FIG. 4—Section of skin, showing dermis almost replaced by histiocytes with 
Touton giant cells. (120) 
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FIG, 5—Same as figure 4. (540) 


2. A granulomatous phase, in which 
histiocytes and Touton giant cells pre- 
dominate. The blood vessels and fibrils 
increase and eosinophils appear. The 
macrophages show incipient accumula- 
tions of lipids. 


3. A xanthomatous phase, accom- 
panied by nests of foam cells. 
4. A fibrous stage, or healing phase. 


The lesions of the patient in the case 
just described were in the early granulo- 
matous phase at the time of the skin bi- 
opsy and enucleation. 

It is interesting that intraocular in- 
volvement has not been reported in pa- 
tients with Hand-Schiller-Christian dis- 
ease, Letterer-Siwe’s disease, or eosino- 
philic granuloma of the bone. However, 
granuloma of the anterior uveal tract 
has been the most frequent systemic in- 
volvement in nevoxanthoendothelioma. 
The occurrence of this intraocular in- 
volvement is probably not as rare as it 
might appear from a review of the lit- 
erature. Sanders* has recently collected 
a half dozen or more cases of this syn- 
drome which he will report in the near 
future. 
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In all of the cases which have come to 
the attention of the author, spontaneous 
recurrent anterior chamber hemorrhages 
and yellowish white thickening of the 
iris have been a common finding. Sec- 
ondary glaucoma usually occurs a few 
weeks after the eye becomes involved. 
Because of the rarity both of spontane- 
ous anterior chamber hemorrhage and of 
marked thickening of the iris in infants, 
any child under the age of three with 
these ‘symptoms should be carefully 
studied for xanthomas of the skin, and 
a diagnosis of nevoxanthoendotheliomas 
should be suspected. 
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DIKTYOMA OF THE CILIARY BODY 


FRANK W. NEWELL, M.D. 
CHICAGO, ILLINOIS 


A DIKTYOMA is a malignant tumor of 
the nonpigmented epithelium of the cili- 
ary body, having a histologic appear- 
ance which resembles that of embryonic 
retina prior to stratification. The tumor 
is uncommon, and Andersen! in a 1948 
review found but twenty-two examples, 
of which the diagnosis was considered 
uncertain in seven. Since then, addition- 
al cases have been reported by Fralick 
and Wilder* and Malone.’ 


The primitive medullary epithelium 
of the neural tube, which lines the sec- 
ondary optic vesicle, gives rise to the 
pars optica retinae, pars ciliaris retinae, 
and pars iridis retinae. About the sec- 
ond developmental month, the pars op- 
tica retinae portion begins differentia- 
tion into the various nerve layers of the 
retina. 


The medullary epithelium of the pars 
ciliaris retinae persists in a relatively un- 
differentiated form, and tumors arising 
from this epithelium are similar to the 
medulloepitheliomas of the brain. Grink- 
er® in 1931 applied this term to such 
tumors. Theoretically, such a malignant 
tumor could also arise from the iris but 
there have been no reports of an ori- 
gin in this location. A diktyoma arises 
from undifferentiated medullary epi- 
thelium; a tumor arising from the 
epithelium after maturation is classed as 


From the Department of Surgery, the Section of 
Ophthalmology, University of Chicago. 
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a malignant epithelioma and is com- 
monly preceded by ocular inflammation. 
The diktyoma was first described by 
Badal and LaGrange,? who regarded it 
as an adenocarcinoma. Emanuel’ de- 
scribed a similar tumor in a 5-year-old 
boy; he considered it to be a glioma. 
Verhoeff® in 1904 was the first to appre- 
ciate the exact nature of the tumor, and 
he proposed the term “‘terato-neuroma.” 
He described the main features of the 
growth: 


(1) Intricate convolutions of two types: 

(a) a Single layer of columnar epithelium 
in direct continuity with normal un- 
pigmented epithelium. 

(b) several layers of cells, not arranged 
in parallel rows, resembling embry- 
onic retina. 


(2) a sharply defined margin on one side of 
convolution corresponding to the external 
limiting membrane of the retina. 

(3) neurological formation. 

(4) globular areas filled with vitreous humor. 

(5) local invasion of underlying tissue. 


Other reports have described pig- 
mented epithelium, islets of cartilage, 
and hyaline droplets or spheroids in 
spaces bounded by the cellular mem- 
branes. This tumor is by nature identi- 
cal with brain tumors; thus mesenchy- 
mal elements do not constitute an in- 
tegral part of its growth. The tumor, 
however, does derive structural support 
from connective tissue and mesenchymal 
elements within the eye. 


In 1908, Fuchs® classified all tumors 
of the ciliary body and proposed the 
term diktyoma for this neoplasm. This 
is a nonspecific term, which, according 
to Verhoeff,? had been applied earlier by 
Emanuel to the tumor now called retino- 
blastoma. 
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The tumor is malignant, but local in- 
vasion of tissues within the eye is usu- 
ally the limit of extension. Malone’s re- 
port’? is unique in that death resulted 
from systemic metastasis. 


CASE REPORT 
The patient was first seen at the University 
Clinics when he was 8 months old. During the 
seventh month the parents had noted that the 
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A diagnosis of iridocyclitis with cataracta 
complicata of the left eye was made. Roentgen 
ray studies of the skull, optic foramina, and 
chest indicated no abnormality. Skin tests with 
tuberculin, brucellergin, histoplasmin, coccidi- 
oidin, and toxoplasmin were negative. Hemo- 
globin was 12.4 grams; erythrocytes, 4,900,- 
000; leukocytes, 14,200 with 26 per cent poly- 
morphonuclear leukocytes, 73 per cent lymph- 
ocytes, and 1 per cent monocytes. The toxo- 
plasmosis dye test was positive in 1:64 dilu- 
tion and the complement fixation was nega- 


F1G. 1-—Low-power photomicrograph of the diktyoma, which has ruptured the capsule of the lens, obliterated 
the corneal scleral angle and spread over the posteiior surface of the iris. (Hematoxylin and eosin; X 11) 


iris of the left eye was brownish in color and 
that the pupil had become opaque. The past 
history and family history were noncontribu- 
tory. The mother died of a metastatic chorio- 
epithelioma shortly after the infant was first 
seen. 


Examination showed a normal blue right 
eye. The left pupil was irregular and did not 
react to light. An immature cataract was pres- 
ent with posterior synechias at four and at 
eight o'clock. The iris was atrophic and much 
darker than that of the right eye. The left 
cornea was very slightly hazy, and mild cili- 
ary injection was present. The fundus could 
not be visualized. 


tive. Complete physical examination revealed 
no abnormality other than the eye. Treatment 
with local cortisone and atropine appeared to 
cause some reduction of the amount of inflam- 
mation. 


Two months later, when the patient was 
next seen and when he was 10 months old, 
the eye was markedly enlarged. The cornea 
was edematous, the pupil irregular, and the 
vessels of the iris engorged. The lens was dis- 
located nasally, and a black mass was present 
in the temporal portion and did not transil- 
luminate. Intraocular pressure was 39 mm. of 
mercury Schigtz. The eye was enucleated sev- 
eral days later without incident. The child has 
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FIG. 2—Cells in the anterior chamber; obliteration of the corneoscleral angle; proliferation of iris pigment 


and a portion of the tumor. A, iris; B, angle; C, cornea; D, tumor. (Phosphotungstic acid and hematoxylin) 


FIG. 3—A typical portion of the tumor with tubules and solid areas. (Hematoxylin and eosin; X 400) 
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FIG. 5—Lens capsule (C) with tumor cells on anterior surface (A) 
x 1230) 


FIG. 4—Typical mitotic figures of embryonic retina in solid portion of tumor. (Hematoxylin and eosin; 


and within the lens (B). (Van Gieson: 
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FIG. 6—Attempt to form external limiting membrane (A) by tumor cells. (Van Gieson; X 1135) 


* 


FIG. 7—Iris (A) adherent to lens capsule (B) with much connective tissue formation. 
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been entirely well since the operation more 
than a year ago and there is no evidence of 
local or distant recurrence. 


PATHOLOGIC EXAMINATION > 


The enucleated eye was fixed in 
Held’s solution and sectioned horizon- 
tally. Serial sections 13 to 17 microns 
thick were made, and every tenth sec- 
tion was stained with hematoxylin and 
eosin. Other sections were stained with 
phosphotungstic acid hematoxylin, Van 
Gieson’s stain, Weigert’s stain, and tri- 
chrome stain. 


The cornea measured 11 mm. vertical- 
ly and 12 mm. horizontally. The bulb 
measured 23 mm. anterioposteriorly and 
22 mm. vertically. An area of the globe 
in the three o’clock (temporal) meridi- 
an did not transilluminate. The anterior 
chamber was practically obliterated, and 
the iris bulged forward obscuring the 
angle. Grossly, the choroid, retina and 
sclera appeared normal. 


In the microscopic sections the cor- 
nea was essentially normal. The ante- 
rior chamber was very shallow and filled 
with an albuminous coagulum which 
stained pink with hematoxylin and eosin. 
Numerous cells, chiefly polymorphonu- 
clear leukocytes, were present in the 
anterior chamber and lay upon the an- 
terior surface of the iris. The irido- 
corneal angle was entirely closed by 
peripheral anterior synechias. There was 
endothelial proliferation on the iris sur- 
face and marked atrophy of the iris 
stroma. 


The pupillary border was markedly 
everted and overgrown, and there was 
generalized proliferation of the iris pig- 
ment. Broad posterior synechias were 
present in many areas. 


The lens was shrunken, cataractous 
and dislocated to the nasal side. Numer- 
ous bladder cells were present, and there 
were many clefts in the cortex. The an- 
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terior capsule was ruptured near the 
equator, apparently by traction of the 
tumor upon the zonule. In this area there 
were scattered lymphocytes with a few 
macrophages within the lens substance. 
Overlying much of the anterior capsule 
in the area of the rupture was connective 
tissue containing similar inflammatory 
cells. The choroid, retina, sclera and 
optic nerve were normal. 


Filling the posterior chamber on one 
side was a tumor of unusual appearance 
consisting of tubules, bands, and solid 
areas. Two main types of cell were pres- 
ent. A low cuboidal type of epithelium 
predominated in the linear bands of cells 
which line the zonular fibers, covered 
some of the ciliary processes, and ex- 
tended over the posterior surface of the 
iris. In more solid areas of the neo- 
plasm, these cells were tnore elongated 
and more irregular in shape and size. 
The second type of cell occurred much 
less frequently and was globular in 
shape, with a paucity of cytoplasm. A 
complicated mitotic figure was present 
in these cells in the central portion. As- 
sociated with these cells, which re- 
sembled the embryonic retina prior to 
stratification, was a sharply defined 
homogenous linear structure resembling 
the external limiting membrane of the 
retina. 


Many tumors were arranged in long 
bands which extended over the zonular 
fibers and onto the surface of the lens 
but did not invade it even in those areas 
where the capsule was ruptured. These 
bands were frequently only a single cell 
wide, and except for position, resembled 
the normal nonpigmented epithelium of 
the ciliary body. In some areas, tumor 
cells were arranged in large cystlike pro- 
cesses with a homogeneous pink mate- 
rial contained within. In solid areas of 
the tumor, rosettes of cells were present. 


In one small area, the tumor had bro- 
ken through the pigment epithelium to 
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involve the ciliary muscle. Other than 
this there was no evidence of invasion. 


Pigment occurred irregularly in iso- 
lated portions of the tumor but appeared 
to be entirely derived from that of the 
ciliary processes. Connective tissue 
stains indicated that the tumor was en- 
tirely devoid of these elements, but that 
some of the structural support of the 
tumor was derived from them. 


The pathologic diagnosis was made of 
diktyoma, rupture of lens capsule, cata- 
ract, subluxation of the lens, lens-in- 
duced inflammation, and secondary glau- 
coma. 


DISCUSSION 


Clinically this patient presented a 
most difficult problem. At the time of 
enucleation it was evident that a tumor 
involving the ciliary body and causing 
subluxation of the lens was present. In 
differential diagnosis, the age of the pa- 
tient tended to exclude malignant mel- 
anoma, the absence of skin lesions made 
the diagnosis nevoxanthoendothelioma 
unlikely, and the presence of inflamma- 
tion made a diktyoma or a retinoblas- 
toma unlikely. An inflammatory gran- 
uloma thus seemed to be the most likely 
cause. 


The occurrence of inflammation with 
the diktyoma in this case must be con- 
sidered most uncommon. Malignant 
epithelioma, the other malignant tumor 
of the ciliary body, is usually preceded 
by intraocular inflammation, and this 
together with the age of the patient tends 
to differentiate it from the diktyoma. 


Study of the eye indicates that the 
inflammation occurred because of rup- 
ture of the lens capsule. This appears 
almost certainly to have occurred about 
the child’s seventh month, when first 
the parents noted difficulty with the eye. 
The position of bands of tumor cells on 
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the zonular fibers and the presence of 
tumor cells on the lens cortex itself sug- 
gest that the tumor itself was responsible 
for the capsule rupture and subsequent 
inflammation, 


Secondary glaucoma occurred when 
the tumor was still relatively small; in- 
deed, this child is younger than the usual 
patient with diktyoma although the tu- 
mor occurs almost exclusively in chil- 
dren. The secondary glaucoma thus re- 
sulted from the intraocular inflamma- 
tion rather than from the increase in 
size or necrosis of the tumor. 
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THE ANATOMIST LOOKS AT THE TEMPOROMANDIBULAR 
JOINT 


Oscar V. Batson, M.D. 
PHILADELPHIA, PENNSYLVANIA 


THE ear is the only feature that mars 
the smooth contour of the side of the 
human head. The patient is conscious of 
no other structures between the tip of 
the nose and the external occipital pro- 
tuberance; hence, any pain between 
these two landmarks is assigned to the 
ear. The otolaryngologist makes the dif- 
ferential diagnosis. Routine examination 
readily shows whether the ear is the 
source of pain. Pharyngeal ulcers which 
give pain referred to the ear are sought. 
The occurrence of a parotitis is consid- 
ered. Perhaps the very rare pharyngeal 
crisis of tabes is brought to mind. If all 
of these leads are negative, the temporo- 
mandibular joint, which has one bony 
wall in common with the ear, must next 
be examined. 


The dentist and otologist have con- 
tributed both to the knowledge and to 
the confusion about this joint. Con- 
cerned as it is with speaking and eating, 
it is perhaps our most essential joint. 
It is subjected to more physiologic 
change than any other. Between tooth- 
less infancy and toothless senility, this 
joint accommodates to the eruption of 
two sets of teeth and to their subsequent 
loss. This calls for tremendous adapta- 
tion. While we think of bones and joints 
as rigid, on a long-term basis they are 
some of the most plastic structures in 
the body. The series of transformations 
in this joint occur without any aware- 
ness on the part of many of us. On the 
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other hand, with slight wearing of the 
tooth surfaces, or following extraction 
of the third molar, some have trouble. 
Young persons may have pain due to 
some minor malocclusion. Some of the 
complaints may be due to an individual 
hypersensitivity, but other patients may 
have structural differences. In my opin- 
ion, difficulty with this joint is much 
more common among those persons said 
to be hyposthenic. These are the people 
with loose joint capsules and hypotonic 
musculature. Parenthetically, this may 
be the basis for the good results obtained 
in some patients following the injection 
of fibrosing solutions. 


We have noted the great changes that 
the joint accommodates to in a lifetime. 
There are several other features that 
make this joint unique. Each joint is 
linked to its mate of the opposite side. 
It is true that there are two condyles on 
the skull for the first vertebra, and that 
there are two condyles on the femur 
which articulate with the tibia. These 
pairs of condyles are close together, and 
there is little opportunity for any great 
disturbance of relationship between a 
pair. The condyles of the mandible are 
widely separated, and interposed be- 
tween them are all of the irregularities 
introduced by the changes in the teeth. 
The problems of this joint would be 
much simpler if teeth erupted and were 
lost in bilaterally symmetrical occluding 
pairs. 

Each temporomandibular joint is ac- 
tually two joints. This is stated not to 
attract attention but to emphasize an 
essential fact regarding the anatomy of a 
joint with a disc. Think of a finger with 
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three phalanges and two joints: if the 
middle phalanx should become shorter 
and shorter, eventually only the two 
joints would remain with only the car- 
tilaginous ends of the bone between 
them. It is the anatomists’ custom to 
speak of this as one joint with a disc in 
it. It is easily shown that every joint 
containing a disc represents a place at 
which movement occurs at two surfaces. 
In the temporomandibular joint, the 
head of the condyle moves on the disc, 
or the head of the condyle and the disc 
move as a unit on the temporal bone. If 
there is trouble in the joint itself, either 
portion or both might be involved. Any 
injections should be made with this dual 
character of the joint in mind. 


The temporomandibular joint capsule, 
like all joint capsules, has a certain 
looseness. This looseness is produced 
by, maintained by, and permits the nor- 
mal movements of the joint. When the 
condyle moves forward, the folds are 
pulled out of the posterior part of the 
capsule and the anterior portion is 
thrown into folds. Upon return of the 
condyle, the reverse takes place. The 
forward and backward movement of 
this condyle is extensive. The displace- 
ment of tissue which might be expected 
does not seem to occur. Recently I noted 
a rich plexus of veins in front of and 
behind the condyle. This anterior and 
posterior condylar plexus has been re- 
peatedly confirmed by corrosion prep- 
arations and by dissections. The ante- 
rior plexus anastomoses freely with the 
posterior plexus. | saw these vessels 
some years ago but did not appreciate 
their significance. This appears to be a 
hydraulic mechanism which adjusts for 
the changes in pressure and volume in 
the tissues (fig. 1). When the condyle 
moves posteriorly, these posterior veins 
are compressed and the blood moves into 
the anterior plexus. When the anterior 
plexus is compressed by the condyle, the 
blood rushes posteriorly. This probably 
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FIG. 1—Corrosion preparation of the veins about 
the condyle of the mandible: c, condyle; a, anterior 
plexus; p, posterior plexus. The connecting network 
joins the two plexuses. 


explains why so few of us show a dim- 
pling in the preauricular region when 
we open our mouths. 


How wide should we be able to open 
our mouths? This query receives vari- 
ous answers, but there seems to be a 
medical-dental old wives’ tale that the 
patient should be able to place the mid- 
dle phalanx of the middle finger between 
the incisor teeth. This seems to be one 
of those legends by which we convince 
ourselves that we are normal. | cannot 
recall anyone, with the exception of pa- 
tients with trismus, who could not open 
his mouth several millimeters wider than 
the opening indicated by this criterion. 
I well remember a soprano singer who, 
after a jaw infection, could not open her 
mouth wide enough to reach her three 
highest notes. When she placed the mid- 
dle phalanx between her incisors, there 
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was room to spare. The injection of pro- 
caine into a spastic masseter muscle se- 
cured an opening sufficient to restore her 
full scale. 


The mouth of the average individual 
probably opens widest when his physi- 
cian asks him to say “Ah.” Talking does 
not require much separation of the teeth, 
and incising and chewing modern food 
require only a minimal opening (figs. 
2 and 3). The amount of opening de- 
pends upon the consistency of the food. 
Most movements of the mandible re- 
quire little muscular effort. This is the 
type of muscle contraction generally 
called isotonic: the muscle changes in 
length but the tonus remains about the 
same. When we move the jaw in speak- 
ing, when we position the mass of food 
between the occlusal surfaces, and even 
when we occlude down to the last degree, 
we are using muscles in this isotonic 
sense. When the molars are almost in 
contact, separated by a thin film of food, 
the muscle shortening cannot continue ; 
the length of the fibers remains the 
same; and the contraction is said to be 
isometric. The tonus increases until the 
food is milled to the desired fineness. It 
is under this circumstance that sufficient 
muscle force is exerted to traumatize 
tissues. Considering the shortness of our 
eating period and the character of our 
food, this does not leave much time to 
traumatize tissues by mastication. The 
principle damage seems to be done when 
the tense individual with the teeth in 
contact, rhythmically contracts his mas- 
seter and temporalis muscles to their 
fullest extent. It is as if the clenched jaw 
is endeavoring to keep the tongue from 
speaking out. I am told that some schools 
of acting teach their students to contract 
the temporalis and masseter muscles 
rhythmically to indicate deep emotion. 
If the present trend continues, we may 
have to cease speaking of the seventh 
nerve as the nerve of facial expression. 
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FIG. 2—Roentgenogram of the right temporomandib- 
ular joint while food was being incised. This pa- 
tient has little forward movement of the condyle 
and very little rotation. The incisors separated 20 
mm. to bite a 15 mm. biscuit. 


FIG. 3—Roentgenogram of same joint as in figure 2, 
The subject is chewing. The relations of the condyles 
are practically the same as in figure 2. These two 
figures emphasize the small amount of opening re- 
quired for eating. The amount of protrusion is not 
related to the extent of the opening. 


I believe that the joint is involved most 
when it is acting as a freely moving 
hinge. This movement is accomplished 
without marked muscular effort, and I 
believe that in the range required in our 
normal physiology, it is not a traumatic 
movement. The function of crushing 
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food can be accomplished without the 
joint at all, and I believe that normally 
we do not exert enough force here to 
justify thinking of this joint function- 
ing in the milling of our food. 


Three clinical cases will highlight this 
this concept. Dr. John W. Conwell! of 
Cleveland resectioned parts of several 
mandibles for mandibular cysts. After 
this resection the patients seemed to 
have adequate function of the mandible. 
Dr. Conwell was kind enough to record 
one of his cases for me on a motion pic- 
ture film. Careful study of this film does 
not seem to show any essential changes 
in function, and roentgenograms of the 
remaining joint are quite normal. On the 
left side, this patient has no mandible 
posterior to the second bicuspid (fig. 4). 
She has to masticate with her anterior 
teeth oniy because she has no occlud- 
ing posterior teeth on the side not oper- 
ated upon. 


Dr. Victor Frank of Philadelphia has 
allowed me to study and photograph one 
of his patients who had a similar re- 
section at the age of eleven years. The 
patient is now twenty-one years old, 
and his mouth condition is much better 
than that of the last patient. He carries 
out a normal round of activities in 
which he is constantly before the public 
as a teacher. He has no embarrassment 
because of any peculiarities of mandibu- 
lar movement. From these two cases one 
might assume that both joints could be 
dispensed with. This is what is done 
with patients with ankylosis of both con- 
dyles. These cases, however, are not 
ideal cases for study because the mouth 
is so anomalous that competent conclu- 
sions are difficult. 


I have had the opportunity to study a 
most informative third case through 
the courtesy and cooperation of Dr. 
Arthur E. Smith® of Los Angeles. The 
patient was in an automobile accident 
which caused extensive fractures, in- 
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FIG. 4—From the motion picture of Dr. Conwell’s 
case. Excellent function was present after resection 
of the left side of the mandible from the second 
bicuspid posteriorly. 


cluding fractures of the necks of both 
mandibles. Dr. Smith removed the con- 
dyle bilaterally. The early results were 
excellent and were shown at a clinical 
meeting in Los Angeles. As this patient 
was observed at dinner, it was obvious 
that she had excellent dental function. 
The patient moved from the Los An- 
geles area, and it was not until sixteen 
years later that Dr. Smith® located her 
again. She was now definitely a dental 
cripple. A marked recession of the man- 
dible was present, and great separation 
of teeth in the molar area was evident. 
The patient had difficulty in chewing and 
did not like her appearance. This case 
history ends on a happy note, since Dr. 
Smith reconstructed these joints, re- 
stored the patient to dental health, and 
improved her appearance. 


It is now clear that the loss of one 
temporomandibular joint does not dis- 
able the patient. Both condyles can be 
removed, and with proper care, the early 
results (at least for 18 months) are 
excellent. However, from the long-term 
aspect, the condyle and the joint are 
necessary to maintain proper occlusal 
relationships. 
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All of this presents a point of view 
different from the usual one about this 
joint. I feel that the temporomandibular 
joint acts like a hinge, with very little 
muscular effort, in speaking and in posi- 
tioning food for mastication. I believe 
that it functions as a structure maintain- 
ing the occlusal relations of the teeth by 
preserving the ariterior-posterior rela- 
tionship. One joint seems to be adequate 
for this latter purpose. 


This brings us to the problem of pain 
in the joint area, particularly the pain 
radiating along the auriculotemporal 
nerve and generally called auriculotem- 
poral neuralgia. I shall not discuss cer- 
tain pains, deep in the face, hard to deny, 
and difficult to confirm. I shall not sug- 
gest that we do not have pains which 
follow the blood vessel pattern. These 
are not as important as the pain which 
radiates along the anatomic course of the 
auriculotemporal nerve, from in front 
of the ear in a fan-shaped manner to 
the vertex. By anatomic coincidence, 
this nerve takes a course behind the 
condyle and neck of the mandible in the 
soft tissue. Professor Harry Sicher* has 
frequently insisted that change in the 
position of the condyle after the loss of 
teeth will not traumatize this nerve. Dr. 
Sicher prefers to think of this pain as of 
reflex origin. It is not necessary to set- 
tle the genesis of the pain. The impor- 
tant point is that this radiating pain can 
be relieved by opening the bite. The di- 
agnosis is readily made. With the two 
index fingers just in front of the ear 
and behind the condyle, the patient is 
asked to open the mouth widely. At this 
point, the examiner uses his index fin- 
gers to force all of the loose tissues pos- 
sible behind the condyles (fig. 5). The 
patient is then told to close the mouth, 
To some patients this gives no discom- 
fort; most patients will cringe. If the 
patient has pain, either he will tell you, 
“It hurts, but that isn’t the pain I’m talk- 
ing about,” or he tells you immediately, 
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FIG. 5—Testing for auriculotemporal pain due to 
joint changes accompanying a closed bite. (A) the 
index fingers are placed just behind the condyles and 
the patient is told to open the mouth fully; (B) the 
index fingers push the loose tissues behind the con- 
dyles and the patient is told to close the mouth. 
This maneuver precipitates the pain typical of a 
closed bite. 


before he gets the jaws into occlusion, 
“That’s the pain I’m talking about.” If 
the patient gives this last response, you 
may be sure that you are dealing with 
auriculotemporal neuralgia. You can 
now extemporaneously open the bite by 
putting almost anything between the oc- 
cluding surfaces to separate them. If 
the patient now occludes with force, you 
cannot bring back the pain by pressing 
behind the condyle. A peculiar fact is 
that after you remove the substance 
from the occlusal surfaces, the patient 
can open and close the mouth once or 
twice without the occurrence of the pain 
when pressure is exerted on the retro- 
condylar area. I assume that this is due 
to some rearrangement of the loose tis- 
sue of the joint capsule. From this point 
on, the problem is one for the dentist. 
Will he be able to open the patient’s bite 
sufficiently to eliminate the auriculotem- 
poral neuralgia? He generally can. Let 
it be emphasized that it is not necessary 
for the patient to wear appliances for 
several months to determine whether re- 
lief can be obtained. The diagnosis can 
be made and the treatment tried out ex- 
temporaneously, as above. The patient 
can be assured, if the extemporaneous 
results were satisfactory, that the den- 
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tist in all probability can eliminate the 
trouble. There is a rare case in which 
the bite cannot be opened sufficiently. 


Earlier, the problem of deafness was 
associated with auriculotemporal neural- 
gia. This now has no competent support, 
but patients still ask about it and a few 
dentists still claim results. After several 
reports in the dental literature, Dr. 
James B. Costen,? in 1934, reported a 
series of 11 cases in which he believed 
that he had improved the hearing by 
opening the bite. Remember that audi- 
ometers were not in common use. In 
1942, Dr. Costen* with great honesty 
said that he could find no causal rela- 
tionship between the closed bite and loss 
of hearing. That is where the problem 
stands. 


I have discussed pain along the auri- 
culotemporal nerve which can be re- 
lieved by opening the bite. Arthritisin the 
temporomandibular joint has to be treat- 
ed as arthritis is treated elsewhere. I do 
not believe that the removal of a con- 
dyle, or converting what is normally two 
joints into one joint, is a logical pro- 
cedure. If you go through the simple 
diagnostic maneuver of pushing the soft 
tissues behind the condyle as the patient 
forcibly closes the mouth, the resultant 
pain will confirm a diagnosis of auri- 
culotemporal neuralgia. If the patient is 
relieved by extemporaneous opening of 
the bite, good clinical results may be 
expected from dental treatment. 


Photographs by Mr. Alex Vaskelis. 
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DISCUSSION 
James B. Costen, M.D., St. Louis: It is 


gratifying to discuss Dr. Batson’s paper, main- 
ly because he has the practical anatomic ap- 
proach. His interest in the functional anatomy 
of the temporamandibular joint covers a great 
many years. My first clinical studies had just 
begun when he made valuable suggestions to 
me regarding points which should be clearéd 
in order to explain the symptom complex, and 
his criticism has always been constructive. 
That is a very important thing about every- 
thing Dr. Batson does. You rarely, or never, 
hear him utter destructive comment; he always 
points his remarks toward what we must do 
to proceed. 


You have heard a clear analysis of the tonus 
values of the masticator group of muscles: 
the temporalis, the internal pterygoid, and the 
masseter muscles, The gradual reduction of 
vertical dimension follows abrasion and loss 
of teeth, alveolar shrinkage followed by 
changes in the temporomandibular joint. No 
pain is experienced unless a trismus factor is 
introduced. If any local source of pain occurs, 
such as impaction of the condyle from a blow 
on the chin, stretching under anesthesia, or in- 
flammatory reaction to third molar extraction, 
sensory stimulation on that side occurs. The 
masticator muscle group contracts, and trismus 
of this homolateral group of muscles is pro- 
duced as long as sensory stimulation remains. 
The condyle exerts more than normal pres- 
sure, and destruction of the joint structures is 
more rapid than the slow progress of advanc- 
ing age. 

Actually, trismus is the simplest title, for 
this function is invariably present in some 
stage of destruction of the joint unless a par- 
alysis of one side leaves the normally function- 
ing muscle in a relatively greater state of 
tonus. 

“Auriculotemporal neuralgia” is the correct 
term for the part of this condition related to 
irritation of the auriculotemporal nerve or its 
branches, but “mandibular joint syndrome” 
was chosen as a title for my studies for two 
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reasons: (1) to avoid confusion with the au- 
riculotemporal syndrome of vasomotor dis- 
turbance after seventh nerve paralysis; (2) 
to include other possible sources of pain about 
the joint, such as the chorda tympani, later 
shown to carry pain fibers. In the study on 
pain fibers, on which I worked for two years 
with Dr. Bishop, we found that the largest 
touch fibers were 12 to 15 microns, and 
pain fibers were 5 to 6 microns. Referring 
to Gasser’s and Erlanger’s original studies on 
the great nerve auricular, we determined that 
the taste fibers were 2 to 4 microns. On 
this basis, it seems evident not only that there 
are pain fibers in the chorda tympani nerve 
but that there is a preponderance of pain 
fibers in that nerve. If Dr. Batson will admit 
the occasional possibility of irritation of that 
nerve by some destruction of the joint and 
medial shift of the condyle, then we can in- 
clude the chorda tympani as a source of pain 
as well as the reflex action from the auriculo- 
temporal nerve. The articular branch of the 
temporal artery was assumed by Horton, Ma- 
gath, and their co-workers, and by Profant, 
to be the origin of painful temporal arteritis. 


Dr. Batson’s description of testing for man- 
dibular joint pain by positive muscle action 
on closure packs is interesting. My procedure, 
which is based on the deduction that this pain, 
if present, will be relieved by fixation or 
movement of the condyle, depends on passive 
splinting of the jaw. I apply an elastic band- 
age to the chin for short half-hour periods, at 
the same time increasing slightly the intra- 
molar space on the side opposite the pain. This 
works well in most cases, the exceptions de- 
pending on more complicated jaw and joint 
changes. 

Assuming that the diagnosis of temporoman- 
dibular joint disease is correct, reliable dental 
records indicate that about 15 per cent of 
these cases fail to respond to treatment. Sup- 
pose that we do not call these dental failures; 
in return the dental section should refrain from 
stating, “The occlusion is balanced, the symp- 
toms remain; therefore, the theory is not 
good!” 

First, an arbitrary fraction of these failures 
must be reclassified as cases of conversion 
neurosis. These patients either have no man- 
dibular joint changes or have developed a 
neurosis which they refuse to give up. Others 
may be characterized by a strong painful 
crepitus, the Kiefergelenkknacken of Axhau- 
sen. This is the arthritic change referred to by 
Batson. These patients may be made com- 
fortable for periods of one to six months by 
injection of hydrocortisone directly into the 
joint or, when the pain is uncontrolled in this 
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manner, by surgical removal of the disc, to 
which Batson referred. When we do this oc- 
casional external correctional procedure, bony 
projections, or exostoses, are noted about the 
condyle as well as actual erosion of the ante- 
rior face of the condyle, leaving a roughened, 
sharp-edged surface to snap against the ad- 
jacent tissues. 

We have been conservative in this country 
in using the direct surgical attack, and Dr. 
Husted, of Copenhagen, informs me that he 
is becoming more and more conservative. Only 
a few years ago, in his book “Temporoman- 
dibular Arthrography,” Norgaard referred to 
37 cases, in 25 of which he did a surgical pro- 
cedure. 

There still remains unexplained a fraction 
of the 15 per cent of cases not cured by dental 
treatment. During the past two years, with the 
support of the John Swift Fund, we have ob- 
served the phenomenon of isolated masseter 
tremor. Complete neurological studies were 
made, ruling out Parkinsonism, senile tremor 
and bulbar palsies. By direct palpation of 
the masseters, a tremor of three cycles per 
second was found; it faded under pressure, 
but was present again when palpated. Cases 
of isolated masseter tremor are rare. In these 
cases no relief whatever is obtained from oc- 
clusal or joint treatment. The prognosis is 
poor, but since these tremors have a functional 
source, the patient is very discouraged when 
told that nothing can be done. Actually, pas- 
sive support by external elastic splinting is 
more effective than any other treatment that 
I have used. 

To quote Dr. Batson further, “Hearing loss 
is no longer considered a part of the syn- 
drome.” We must be reminded that “ear 
symptoms,” as studiously written into the 
original title, belong to the syndrome, for a 
large proportion of patients have otalgia and 
honestly believe that their hearing has been 
improved whether we can show it with audio- 
grams or not. In tabulating the symptoms re- 
ported in a large number of cases, otalgia was 
found to be the commonest complaint. When 
relieved by occlusal restorations, the patients 
insist that they hear better; yet when patients 
were grouped as to age, background disease 
and otological history, and when serial audio- 
grams were made, consistent improvement in 
hearing was never found which could be at- 
tributed to relief from occlusal difficulties. 


Joun B. Ertcn, M.D., Rochester, Minn.: 
I want to compliment Dr. Batson on a very 
interesting and informative presentation. There 
is little that I can add, but I believe that at 
present far too many operations are performed 
on the temporomandibular joint. 
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The most common disorder of this joint is 
a traumatic arthritis, characterized by pain, 
partial trismus, and clicking and grating dur- 
ing movements of the joint. It is our belief 
at the Mayo Clinic that this condition seldom 
warrants surgical removal of the meniscus and 
never warrants condylectomy. 


One reads glowing reports in the literature 
concerning the complete relief of all symptoms 
following the removal of the meniscus. How- 
ever, the beneficial results of such operations 
too frequently are not permanent. As a matter 
of fact, many patients who have had the menis- 
cus removed come to our clinic seeking relief 
from the previously mentioned symptoms, 
which have returned in spite of the meniscec- 
tomy. Furthermore, we are encountering more 
and more patients with traumatic temporoman- 
dibular arthritis who have had not only the 
meniscus removed but, subsequently, the con- 
dyles as well. Such radical surgery seems un- 
warranted and occasionally may lead to com- 
plications such as partial temporamandibular 
ankylosis. As Dr. Batson pointed out, bilateral 
condylectomy not infrequently produces an 
open bite which seriously disturbs the patient’s 
ability to incise and masticate food and which 
can be only partially corrected by an extensive 
amount of dental work. 


Unless traumatic arthritis of the temporo- 
mandibular joint is associated with ankylosis, 
I can see no reason for ever performing a 
condylectomy in these cases. In our experience, 
symptoms of this disorder usually disappear in 
a matter of days or weeks if disturbances in 
dental occlusion are corrected and if the pa- 
tient is instructed not to open his mouth too 
wide. I agree with many surgeons who be- 
lieve that the meniscus should not be removed 
unless the patient has had severe pain for 
several months. 


One factor which augments the severity of 
the patient’s symptoms and which has received 
little attention in the literature is fear and 
worry on the part of the patient. Many indi- 
viduals fear that the condition is the beginning 
of a generalized infectious arthritis. Others 
worry for fear their jaw joints will become 
completely ankylosed. I have found that, when 
such patients are assured that these compli- 
cations will not occur and that their symptoms 
eventually will disappear, they usually have 
no further difficulty in enduring the discom- 
fort of this disorder. 
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We have cared for a great many people 
with traumatic temporomandibular arthritis 
who live in the immediate vicinity of Roches- 
ter and who come in for observation at fre- 
quent intervals. We never have removed the 
meniscus from any of these patients, and none 
have failed to recover from the painful symp- 
toms of this disorder. Some, however, have 
had occasional recurrences of symptoms at 
varying intervals. 


I do not believe that disturbances of the 
temporomandibular joint associated with faul- 
ty dental occlusion account for a burning 
tongue. Burning of the tongue is largely a 
functional complaint. It seems that almost any 
form of therapy to the jaws on a patient with 
this paresthesia of the tongue may relieve the 
burning sensation. 


Lastly, I would like to discuss very briefly 
fractures of the neck of the mandible, so-called 
subcondylar fractures. Many surgeons believe 
that fractures of the neck of the mandible 
with dislocation of the condyle and complete 
disruption of the temporomandibular joint re- 
quire an open operation in which the condyle 
is either replaced and pinned in proper posi- 
tion or else removed entirely. In my experi- 
ence, such operations not only are unnecessary 
but can be attended with complications, such 
as disturbances in dental occlusion and partial 
fibrous ankylosis. Moreover, repositioning and 
pinning a condyle occasionally can cause re- 
sorption of the whole condyle. 


We have treated a great many patients 
with subcondylar fractures and have under- 
taken no operations to reposition or to re- 
move the condyle unless the condyle was driv- 
en into the external auditory canal. Instead, 
treatment consisted merely in fixation of the 
teeth in proper occlusion for a period of not 
more than 3 weeks. Regardless of displace- 
ment of the condyle, we never have had a pa- 
tient who has had any permanent difficulties 
with his jaws. There is always, of course, the 
potential but remote possibility that in a child 
with a subcondylar fracture a bony ankylosis 
of the temporomandibular joint or a disturb- 
ance in the growth of the mandible may even- 
tually develop. However, I am convinced that 
these complications would occur whether or 
not an open operation on the joint were per- 
formed at the time of the injury. 
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THE EAR 


J. E. Macrtetsxi, M.D. 
ANN ARBOR, MICHIGAN 


PHysIcIANs dealing with cancer of the 
ear realize that there will be less chance 
for error in making a diagnosis of le- 
sions affecting the auricle and external 
auditory meatus than there will be 
among the tumors which occur in the 
proximal external auditory canal, middle 
ear and mastoid. Discussion will there- 
fore be directed to this latter region of 
the ear. | 


Perhaps the most conspicuous error 
is a lack of a high degree of suspicion 
of cancer on the part of the examining 
physician because the disease is not com- 
mon. At the University of Michigan 
Hospital, carcinoma of the external au- 
ditory canal, middle ear and mastoid oc- 
curred in one patient out of 8,900 at- 
tending the clinic. Cancer in this loca- 
tion occurred in only one patient out of 
280 patients with chronic suppurative 
otitis media and mastoiditis. Reports of 
surveys in other clinics indicate that the 
incidence may be even lower. 


Since there are no characteristic early 
symptoms of cancer of the external audi- 
tory canal, middle ear and mastoid, the 
failure to obtain a detailed, chronologi- 
cal and adequate history of the patient’s 
illness may lead to an error in diagno- 
sis. However, one constant feature of 
the illness is a purulent foul aural dis- 
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charge of less than a year’s duration in 
most instances. This point in the history 
must be related to the course of the ill- 
ness, since this disease is easily confused 
with a chronic suppurative otitis media 
and mastoiditis. The discharge may be 
insidious in onset, and later it may be 
associated with pain out of proportion 
to the physical findings. A history of 
persistent bloody aural discharge is par- 
ticularly important, especially in a per- 
son over the age of 40. 


If errors in the early diagnosis of 
cancer are to be avoided, a painstaking 
examination of the ear is mandatory. 
The external auditory canal must be 
thoroughly cleansed to ensure maximum 
visualization of the canal and tympanic 
membrane. A pneumatic otoscope can be 
of great value in studying the relation- 
ship of the eardrum to a lesion in the 
canal or in the middle ear. Palpation by 
means of a silver probe under direct 
vision as an aid to inspection must not 
be forgotten. One may detect friable, 
easily bleeding granulation tissue or the 
presence of denuded bone by this meth- 
od. Either of these findings should serve 
to arouse the suspicion of the presence 
of carcinoma. Failure to suspect carci- 
noma when any form of “granulation 
tissue” is present in the ear and failure 
to examine microscopically all tissue re- 
moved from the ear are grave errors. In 
children this is especially true, since sar- 
comas of the ear may be rapid in growth 
and appear as large aural polyps with a 
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history of suppuration of short dura- 
tion. If cancer is suspected, one must 
persist in pursuing a diagnosis of can- 
cer even though the first biopsy report 
is negative. Such an error can occur, 
since exuberant granulations may de- 
velop as the result of secondary infec- 
tion and thus disguise an underlying 
malignant lesion. 


Another error which may delay diag- 
nosis is the indiscriminate prescription 
of topical or systemic antibiotics for the 
patient with a discharging ear. Again, 
secondary infection is a common feature 
of a malignant lesion in the ear. The 
indiscriminate use of antibiotics can re- 
sult in partial temporary decrease in the 
patient’s symptoms and may mask the 
basic cause for his complaints. During 
the past year we have seen three in- 
stances of lipid histiocytosis and one 
case of carcinoma which had been in- 
itially treated in this manner. Early his- 
topathologic examination instead of ear- 
ly antibiotic therapy would have estab- 
lished the correct diagnosis without loss 
of time. 


Too great or too little reliance upon 
radiographic study of the temporal bone 
can contribute to a postponement in di- 
agnosis of cancer of the ear. The physi- 
cian should not let himself develop a 
false sense of security by acceptance of 
a report on roentgenograms of “no evi- 
dence of bone destruction” as a conclu- 
sive finding which rules out carcinoma. 
Early cancer generally fails to manifest 
itself by bone changes except occasional- 
ly. If the tumor has produced extensive 
changes visible in roentgenograms, it 
will usually also be manifest in the mid- 
dle ear. The roentgen findings should be 
correlated with the clinical course, and 
errors can sometimes be avoided by per- 
sonal consultation and review of films 
with the roentgenologist. One may err 
by not obtaining roentgenograms of 
the mastoid. Consider that group of dis- 
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may be present in the mastoid without 
early invasion of the middle ear or ex- 
ternal auditory canal. Radiographs here 
are of value in leading to an early diag- 
nosis. Use of roentgen diagnosis may 
be of utmost importance, especially in 
children who develop a facial paralysis. 
Idiopathic Bell’s palsy occurs in child- 
hood; but rarely, a primary malig- 
nant lesion of the middle ear or mas- 
toid may be responsible for the pa- 
ralysis, and even though the objective 
examination of the ear is not revealing, 
the radiographs may lead to the correct 
diagnosis. 


The management of the patient with 
cancer of the ear cannot be outlined 
categorically. In our experience, delay 
in diagnosis is the largest single factor 
affecting therapy. The extent of the dis- 
ease and the nature of the tumor will 
determine the therapeutic program. In 
general, radical surgery should be em- 
ployed whenever possible. Often surgery 
is combined with postoperative external 
irradiation or with radium placed into 
the mastoid cavity. In the event of an 
extensive surgically inaccessible cancer 
which is very anaplastic, one may choose 
irradiation therapy alone. 


Let it be said that despite radical sur- 
gery with or without irradiation, the 
prognosis of cancer of the proximal ex- 
ternal auditory canal, middle ear and 
mastoid is very poor. The place of newer 
forms of irradiation therapy is yet to be 
determined, but they may possibly con- 
tribute to more effective management of 
these cases. At present it would seem 
that a vigorous effort toward early can- 
cer detection in this area is required if 
survival rates are to be improved upon. 


DISCUSSION 
Joun B. Ericu, M.D., Rochester, Minn.: 


I want to agree with and emphasize one thing 
that Dr. Magielski said. Early cancers of the 
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middle ear and mastoid produce no symptoms 
that are characteristic, of malignant disease; 
consequently, if we are going to diagnose these 
cases early, it will be done only if we keep 
the possibility of malignant disease constantly 
in mind and do a biopsy on every abnormal 
piece of tissue that occurs in the ear canal, 
especially around the drum. 


One type of tumor that I think should be 
considered along with malignant disease of 
the ear is chemodectoma. These tumors are 
not really malignant, but they are often con- 
fused with cancer both grossly and micro- 
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scopically. Of course they are not actually 
malignant, but they do invade and can kill 
by entering the cranial cavity. I think that 
whenever one sees abnormal tissue in the ear 
canal that bleeds profusely just on touching 
it, and when this is associated with pain and 
deafness and discharge, we should think of 
the chemodectoma. I, for one, believe that sur- 
gery does not work out too well in many of 
these cases. It is very difficult. The bleeding is 
profuse. At the Mayo Clinic, we have found 
that irradiation seems to work the best. It re- 
duces the size of the tumor. It reduces its vas- 
cularity and tends to keep it from growing. 
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THE NASAL SPACES AND SINUSES 


Joun B. Ertcu, M.D. 
ROCHESTER, MINNESOTA 


Because of the close proximity of 
the nasal cavities and accessory sinuses 
to the cranial cavity and orbits, the early 
diagnosis of malignant tumors in the 
nose and sinuses is of the utmost impor- 
tance if satisfactory results in treatment 
are to be obtained. While it is true that 
many small cancers in these regions 
can be overlooked unintentionally be- 
cause of technical difficulties in visual- 
ization, one cannot disregard the fact 
that there are many errors in the early 
diagnosis of these tumors which could 
be avoided and which cause unnecessary 
delays in treatment. 


The following errors in the early di- 
agnosis of malignant tumors in the nasal 
cavities and accessory sinuses are most 
significant: 


1. Placing too much emphasis on the 
symptoms of malignant disease in the 
nose. Although malignant tumors may 
develop more rapidly than those of a 
benign nature, they can produce identi- 
cal symptoms. As a matter of fact, there 
are no unfailing signs or symptoms pro- 
duced by malignant lesions in this re- 
gion; this fact should stress the need 
for a microscopic examination of every 
abnormal mass of tissue in the nose or 
sinuses. 


From Section of Plastic Surgery and Laryngology, 
Mayo Clinic and Mayo Foundation. The Mayo Foun- 
dation is a part of the Graduate School of the Uni- 
versity of Minnesota. 
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2. Delaying treatment because there 
are no roentgenographic changes that 
are suggestive of definite malignant de- 
struction in the bone. The ideal time 
for treating a cancer in the nose or si- 
nuses is before the development of de- 
monstrable malignant destructive changes 
in the bone on roentgenologic examina- 
tion. 


3. Removing polypoid masses in the 
nose without obtaining histologic exam- 
ination of the tissue removed. One of- 
ten finds that papillomas, fibromas, 
plasmacytomas, hemangiomas, pyogenic 
granulomas and some high-grade car- 
cinomas can simulate polyps. 


4. Considering a diagnosis of myxo- 
fibroma, chondroma or spongy osteoma 
as final when the pathologic report is 
based on only one histologic section. In 
too many instances, the bulk of such 
tumors is benign, but interspersed 
throughout the lesion are foci of serious 
malignant elements such as fibrosarcoma 
or osteogenic sarcoma. Consequently, 
the diagnosis of cartilaginous or osseous 
tumor should not be considered final 
until multiple or perhaps serial histologic 
sections have been prepared. | have 
found that many of these benign car- 
tilaginous or bony tumors which con- 
tain malignant elements can be abolished 
if radical treatment is undertaken with- 
out delay. 


5. Considering a negative report 
from one biopsy as final when clinically 
a neoplasm is suspected of being ma- 
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lignant. Too often an ulcerated or in- 
fected malignant tumor will produce ex- 
cessive amounts of granulation tissue. A 
single section taken for biopsy may not 
be deep enough to include the actual 
tumor cells but may show only granula- 
tions or inflammatory tissue. 


Other factors which contribute to de- 
lays in the early diagnosis of cancer of 
the nose include (1) procrastination on 
the part of the patient in seeking medical 
attention, and (2) carelessness or ne- 
glect in examining the patient’s nose. 
Too often, the nasal cavities and sinuses 
are not examined thoroughly enough to 
reveal an early malignant process. 


THERAPY 


Unfavorable results in the treatment 
of malignant tumors of the nasal cav- 
ities and accessory sinuses may be at- 
tributed to the following factors: 


1. Delavs in the diagnosis of malig- 
nant tumors until they are too extensive. 
(This phase of the subject has been dis- 
cussed previously. ) 


2. Inaccessibility of some of these 
lesions. 


3. Treatment that is inadequate by 
necessity because of the extremely close 
proximity of some of these tumors to 
the cranial cavity. 
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4. A tendency to undertreat some of 
these neoplasms in an effort to avoid fa- 
cial deformities or injury to an eye. 


5. Unsuitable forms of treatment. 


DISCUSSION 


Dr. Reep: I should like to add one point. 
I believe that we have a tendency to forget 
that the nasopharyngoscope can be used in ex- 
amining the nose equally well as in examining 
the nasopharynx. The many areas of the nose 
proper which are inaccessible to view with the 
nasal speculum alone can be easily seen with 
the small nasopharyngoscope used primarily to 
examine the nose itself. 


Dr. Mitier: I would like to make just one 
or two points. One thing has been very inter- 
estingly and dramatically pointed out to me 
with regard to the importance of making a 
biopsy of all polyps. I was a little reluctant 
to ask for a routine biopsy of every polyp 
that was removed until our pathologist stated 
that he had gone through all of the polyps 
that had been sent to his laboratory and had 
found in 3 per cent of the cases, malignant 
changes which had not been suspected clin- 
ically. 


I would like to make one point in regard 
to therapy. A search some seven or eight years 
ago at a very large community hospital re- 
vealed that there were no five-year cures of 
moderately advanced carcinomas of the si- 
nuses that had been treated by surgery alone 
or by irradiation alone. Our first cures began 
to appear when we immediately followed the 
most radical surgery with complete cancerici- 
dal doses of roentgen rays. 
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THE PHARYNX 


GeEorGcE F. Rerp, M.D. 
BOSTON, MASSACHUSETTS 


PROBABLY the most common source 
of error in diagnosis of early cancer of 
the pharynx lies in the nasopharynx. I 
am sure that you are all familiar with 
the frequency with which small lesions 
in this area go undetected. This is main- 
ly due to the relative inaccessibility of 
the nasopharynx. It is not inaccessible to 
us as otolaryngologists, however, and by 
the proper use of mirrors and naso- 
pharyngoscope, we can and must visual- 
ize the nasopharynx in every routine ex- 
amination. | emphasize the need of this 
in routine examination because the 
cure rate for nasopharyngeal lesions is 
almost directly proportional to the time 
of detection, and symptoms do not usu- 
ally appear until the lesion is fairly well 
advanced. 


These early lesions are difficult to 
detect. Therefore, we must carefully 
explore every bit of the nasopharynx, 
remembering that lesions here tend to be 
submucosal and may appear as only a 
slight swelling or a small crack in the 
mucosa. 


Now, let us get on to the pharynx 
proper. The very fact that the pharynx 
is easily accessible gives us a false sense 
of security because we expect lesions to 
be easily seen during our routine exam- 
ination. Small lesions have just as many 
places to hide in the apparently easily 
accessible area of the pharynx as they 
do in the relatively inaccessible naso- 
pharynx. 
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We are also easily lulled into a false 
sense of security by the fact that the 
throat is an area of rather common non- 
specific complaints, such as the com- 
mon everyday lump in the throat, sore 
throat, and scratchy throat. Unfortun- 
ately, early or small cancers of the phar- 
ynx have a paucity of symptoms, and if 
there are symptoms, they may be the 
same as those seen in these noncancerous 
complaints. When one sees many such 
cases in which symptoms are due to 
these nonspecific causes, it is hard to 
keep in mind that a small number of 
these patients may have a small, not 
easily detectable, cancer. 


We must remember to examine the 
pharynx and the mouth without instru- 
ments. In the ordinary examination, the 
doctor usually pops a tongue blade into 
the patient’s mouth as soon as it is open, 
forgetting that a small lesion of the 
tongue can be very effectively concealed 
from view by the tongue blade itself. 


Along these same lines, I’m afraid 
that we otolaryngologists frequently 
become so conscious of carcinoma of 
the larynx, especially in the presence 
of hoarseness, that we have a tendency 
to take a quick look at the throat, using 
a tongue blade, and then proceed to an 
examination of the larynx. This, of 
course, is unfortunate because we are 
becoming increasingly aware of the fre- 
quency of multiple primary cancers. 
Reports in the literature have indicated 
that between 6 and 11 per cent of pa- 
tients with cancer have multiple pri- 
mary cancers.** So, we must always 
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keep in mind that the mere fact that the 
patient has a nice big carcinoma of the 
larynx by no means excludes the pos- 
sibility of cancer elsewhere in the upper 
respiratory tract. 


Probably the most common error 
committed by otolaryngologists in de- 
tecting early cancers of the pharynx is 
the failure to realize the importance of 
palpation. You have all heard the old 
saying that “fingers were made before 
forks”—well, “fingers were also made 
before laryngeal mirrors.” I will grant 
you that patients, as a rule, do not take 
it kindly when the doctor plunges what 
they think is his whole hand into their 
mouth while palpating their pharynx 
and tongue. But, what of the small can- 
cer in the substance of the tongue with 
no surface changes? This is detectable 
only by finger palpation, and the same 
patient would take even less kindly to 
the doctor who misses this early car- 
cinoma just because he does not want 
to subject the patient to finger palpa- 
tion. Needless to say, of course, the fin- 
ger and the patient should always be 
protected by the use of a finger cot or 
glove. Finger palpation should be a 
routine part of every examination in 
which there are unexplained pharyngeal 
symptoms. 

The base of the tongue and vallecula 
is a favorite hiding place of small early 
cancers in the pharynx. It can be seen 
only by the use of a laryngeal mirror, 
and here again we must avoid the ten- 
dency to look past the pharynx and the 
base of the tongue in our anxiety to 
view the larynx. 

The first sign of cancer of the phar- 
ynx, or nasopharynx, may be the un- 
explained swelling of cervical lymph 
nodes. Primary carcinoma of cervical 
nodes is rare, and any unexplained en- 
largement of a node.demands a most 
careful and minute search of the phar- 
ynx and upper respiratory tract for a 
primary lesion before we consider bi- 
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opsy of the node. It is also important 
to remember the frequency with which 
crossed metastasis occurs from lesions 
of the pharynx. 


As you all know, lymphomas are 
fairly common malignant lesions of the 
pharynx. These can be very deceiving 
lesions because they rather quickly un- 
dergo secondary infection. The resultant 
tissue breakdown resembles infection 
and behaves like infection because such 
a large portion of the lesion is infec- 
tion. Results of histopathologic exam- 
ination of such a lesion are frequently 
not indicative of lymphoma because the 
biopsy specimen is taken from the bro- 
ken down, infected area of the lym- 
phoma rather than from the edges or 
deep below the infection, where the pri- 
mary trouble really is. 


This then brings up the question of 
such histopathologic examinations. De- 
spite repetition, | have to stress the im- 
portance of not accepting negative find- 
ings as final. Many lesions require fre- 
quent examination before a_ positive 
finding is finally obtained. 


We otolaryngologists should also 
make more use of cytologic examina- 
tions for the detection of early tumors. 
I think that we have lagged far behind 
other specialties in this regard. There is 
no excuse for overlooking this valuable 
means of early diagnosis in our field, in 
which good cytologic specimens are so 
easily obtained. 


The last common source of error— 
one that I’m sure we are all frequently 
guilty of when we are busy—is a fail- 
ure to take advantage of sufficient local 
anesthesia when necessary. In many 
cases it is impossible to examine the 
pharynx or nasopharynx adequately 
without the use of local anesthesia. If 
we are to practice good medicine, we 
must force ourselves to take the time, 
at any expense, to obtain anesthesia in 
these patients. 
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Now, as to treatment. As we all know, 
the ultimate prognosis in lesions of the 
pharynx, whether they be detected early 
or late, is poor. This very fact, I’m 
afraid, gets us off on the wrong foot in 
the field of treatment because it is so 
easy to develop a defeatist attitude right 
at the start. A certain percentage, al- 
though it be small, of these patients is 
going to be cured, but the only way to 
keep the percentage as high as possible 
is by a vigorous attack on the disease. 
Every patient should be treated hope- 
fully and energetically as though he 
were going to be one of those who are 
“cured.” 


Treatment of lesions in the pharynx 
and nasopharynx (excluding the hypo- 
pharynx, which really belongs in the 
province of the larynx) resolves itself 
into radiation of the primary lesion and 
surgery or radiation of the metastatic 
lesions. 


Although actual radiation therapy is 
largely a matter for the radiologist, we 
must remember that the patient is still 
our responsibility and that we must see 
to his over-all treatment and manage- 
ment both as to complications of radia- 
tion and as to long-term treatment. It 
is our job to see that the patient is treat- 
ed by a competent radiologist who will 
use adequate doses of radiotherapy. 


In choosing a radiologist, I would fa- 
vor the rare man who has taken the 
trouble to master the use of the head 
mirror and examining mirrors. The in- 
telligent administration of radiation 
therapy is influenced by the progress of 
the lesion, and the radiologist who is 
able to observe the tumor by mirrors is 
better qualified to manage the radiation. 


I also feel that we should take ad- 
vantage of supervoltage therapy and ro- 
tation technique, if available. Super- 
voltage therapy has not shown better 
cure rate than regular 200 KV therapy, 
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but it is much easier on the patient in 
terms of skin reactions and secondary 
reactions. 


If the patient has a recurrence after 
one course of radiation, we should not 
throw up our hands in defeat; many 
patients can tolerate two or three courses 
of radiation. Also, many patients who 
cannot tolerate further roentgen radia- 
tion can tolerate the more localized ef- 
fect of interstitial implantation of radi- 
um needles or radon seeds. 


In the matter of metastasis, I feel we 
must be more energetic than in the past. 
By and large, metastasis occurs along 
the cervical lymphatics, and although 
the over-all cure rate of the primary le- 
sions may be poor, I think that if there 
is any reasonable chance of cure the pa- 
tient should have the advantage of a 
radical neck dissection. I also feel that, 
in every case, the neck dissection should 
be complete. If the operation is worth 
doing, it is worth doing well. 


We must be careful not to fall into 
the trap of thinking that the chances of 
curing the primary lesion are so poor 
that we will “give some radiation” to 
the neck node. The possibility of eradi- 
cation of cervical metastasis by radia- 
tion is very slim, indeed. This should be 
reserved for palliation in those patients 
in whom the metastasis is too far ad- 
vanced for surgical resection. 


What of the patient in whom cervical 
metastasis is present at the time the pri- 
mary lesion is discovered? The time- 
honored answer to this problem has 
been to “include the node in the field 
of radiation.” This, of course, is ad- 
mitting defeat right at the start because 
deep in our hearts we know that radia- 
tion is not going to “cure” the metastatic 
lesions. We have recently adopted a 
more vigorous approach to this situation 
by use of a combination therapy. The 
radiologist does not attempt to treat the 
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neck but focuses his full attention and 
treatment on the primary lesion. Then, 
as soon as the course of radiation is com- 
pleted, a radical neck dissection is per- 
formed. Time alone will tell whether 
this will increase our cure rates, but 
at least it is a more positive approach, 
aimed at cure rather than palliation. 


Regarding palliative therapy, every 
case must be individualized. I can only 
remind you that if a case is obviously 
and undoubtedly hopeless, it is often 
better to do nothing than to subject the 
patient to vigorous radiation or surgical 
attempts at palliation. On the other hand, 
we must never hide behind this word 
“palliation” to excuse ourselves from 
a vigorous try at curing the patient if it 
is at all possible. 


Having used radiation as our principal 
form of therapy, we must be ever aware 
of the “masking effect” of radiation on 
recurrences. Our follow-up examina- 
tions must be especially careful, for a 
small recurrence can be easily hidden by 
postradiation edema and tissue changes. 


This brings us to the importance of 
follow-up. These visits must be frequent 
and business-like. An apparently cured 
cancer patient is usually a grateful pa- 
tient, and we must beware of having the 
follow-up visit become a “social visit.’”! 
These visits must occur frequently if 
we are to detect recurrences early. 


In summary, may | say that we must 
avoid at all cost the many pitfalls in the 
path of early diagnosis and adequate 
treatment of cancerous lesions of the 
pharynx. If we don’t, no one may ever 
know—no one but ourselves and our 
conscience. 
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DISCUSSION 


Dr. Mutter: Before I call on the other 
members of the panel, I would like to make 
one or two points. 

As far as I am concerned, the palpating 
finger has a few times discovered pathologic 
changes which were not even guessed by what 
was seen. 

Another procedure that has helped me to 
keep from missing a couple of tumors of the 
nasopharynx is the following: Whenever there 


is a lesion of the neck proved to be malignant 


and thought to be of a lymph gland, even 
though our complete ear, nose and throat ex- 
amination by every method fails to reveal a 
primary lesion, we now take blind biopsies 
of the nasopharynx, especially on the side on 
which the mass is presenting in the neck. 
Twice we have been rewarded by making a 
positive diagnosis, and on one other occasion, 
blind biopsy of tonsils yielded us a definite 
diagnosis. 


Dr. Ericu: I think the most important 
symptom of malignancy in the oropharynx or 
the hypopharynx is pain that radiates to the 
ear when swallowing. Patients, of course, 
complain of all sorts of symptoms regarding 
their throats, most of which are functional. 
But when a patient complains of pain on 
swallowing, with the pain radiating to the ear, 
we are immediately suspicious that he has a 
malignant tumor someéwhere in the pharynx 
and we check very carefully to find it. 

There is one kind of tumor on which I feel 
we should not do a biopsy before treatment is 
undertaken. We have all seen smooth, round- 
ed tumors deep on the tonsils that may bulge 
the tonsils into the pharynx a trifle. They can 
be discovered only on palpation, although some 
of them are so large that one can see that the 
tonsil actually is pushed into the pharynx. This 
smooth tumor is practically always a mixed 
tumor, a neurofibroma or an adenocarcinoma. 
If tissue is taken for a biopsy, the capsule is 
broken and it becomes almost impossible to 
enucleate it afterwards. You should first ligate 
the external carotid artery on the affected side, 
and then attempt to enucleate the tumor 
through the mouth or externally through the 
neck. Of course the capsule may be ruptured 
while the attempt is being made to enucleate 
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it, but removal of the tissue beforehand only 
compounds the danger. 


Dr. Macretsk1: I should like to point out 
that in examination of the pharynx I think we 
often have to discipline ourselves. When we 
pick up a so-called laryngeal mirror and ex- 
amine the pharynx, we must also scrutinize 
the valleculae and the lateral wails of the 
larynx, and we must look down into the pyri- 
form sinuses. 
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Secondly, more and more we are now be- 
ginning to see people who have been cured 
of a primary malignant lesion of the pharynx 
or mouth. This does not mean that the patient 
cannot develop another lesion in the mouth 
or pharynx. When we examine him during 
the follow-up program, we should always make 
it a point to complete the examination by 


checking the hypopbarynx and larynx care- 
fully. 


Symposium: Errors in Early Diagnosis and Treatment 
of Cancer in the Upper Respiratory Tract 
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THE LARYNX 


ALDEN H. Miter, M.D. 
LOS ANGELES, CALIFORNIA 


THE larynx, of all the head and neck, 
is the area in which errors in early diag- 
nosis and treatment of cancer result 
most tragically in too little therapy being 
done too late, for many of these cancers 
could be cured. What are these errors 
and the safeguards against them? 


SYMPTOMS 


Hoarseness is the only early symptom 
of cancer of the intrinsic larynx. We all 
know that any hoarseness that persists 
more than two weeks must be proved 
not to be caused by a malignant lesion. 
Yet, many patients with persistent 
hoarseness are still being blindly treated 
with antibiotics and throat medications. 

The cardinal symptom of extrinsic 
carcinoma is soreness in the throat, usu- 
ally one-sided, often aggravated by swal- 
lowing, and sometimes accompanied by 
dysphagia. Failure to appreciate that 
even a slight persistent sore throat can 
be caused by an extrinsic malignant le- 
sion has resulted in late diagnosis. 


Presented at the Sixtieth Annual Session of the 
American Academy of Ophthalmology and Otolaryn- 
gology, Oct. 9-14, 1955, Chicago. 


A third complaint is all too frequently 
overlooked, strange as it may seem; it is 
that of a “lump, nodule or growth” felt 
by the patient in his neck. Rarely are 
these of primary origin. Along with the 
pharynx and nasopharynx, the larynx 
must always be suspected and searched. 


These three are the important symp- 
toms of carcinoma of the larynx and all 
demand an immediate, completely suc- 
cessful visualization of all the hypo- 
pharynx and larynx, usually by mirror 
laryngoscopy but if necessary, by direct 
laryngoscopy. Failure to do this system- 
atically must be a common error. 


FINDINGS 


Lesions of the anterior surface of the 
epiglottis and base of the tongue have 
been missed because the examiner’s at- 
tention has gone immediately to the glot- 
tis. All walls of the valleculae should be 
inspected first. The positioning of the 
epiglottis or the curving of its laryngeal 
surface has hidden a cancer in its pos- 
terior aspect. This must be visualized 
down to the anterior commissure. 
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Failure to see the entire length of the 
true and false cords, the ventricles and 
the subglottic area, especially anteriorly, 
has resulted in missed early diagnoses. 
Swelling of an arytenoid or of the post- 
cricoid area may hide a lesion further 
down. But, more important, failure to 
appreciate that any difference in size, or 
ap pearance, or movement of an arytenoid 
eminence may represent malignant in- 
vasion has delayed a correct diagnosis. 


Finally, failure to visualize complete- 
ly all walls of the pyriform sinuses, 
especially the posterior surfaces of the 
arytenoids and cricoid, has resulted in 
cancer there being missed. 


Statistically, cancers of the epiglottis, 
of the pyriform sinuses, and of the sub- 
glottic area are more often overlooked 
than are those of the cords and aryepi- 
glottic folds. 


Only one other procedure is necessary 
to establish the presence or absence of 
a malignant lesion: an adequate histo- 
pathologic examination of all lesions. 
Perhaps the greatest error in making an 
early diagnosis of cancer of the larynx 
lies in the acceptance of a negative re- 
port on a biopsy specimen which the 
physician suspects of malignancy. 


The finding of keratosis only, or of 
carcinoma in situ, may indicate that 
the biopsy specimen represented just 
the fringes of a lesion that is truly neo- 
plastic and invasive. There should be 
no limit to the number of repeat and 
deeper biopsies unless the suspected le- 
sion has been completely removed and 
has rapidly and normally healed. 


TREATMENT 


The first treatment of cancer of the 
larynx is the most important, and often 
it is the only one with a good chance of 
success. Inadequacy of this initial ther- 
apy has been the greatest error. The 
indications for various operations and 
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for irradiation were beautifully outlined 
for us by a panel at the Academy in 
1953, which consisted of New, Fursten- 
berg, LeJeune, Jackson, Figi, Schall, 
Orton, del Regato, and Clerf. 


The failure to determine the extent 
of a lesion by meticulous search and 
multiple biopsies has frequently result- 
ed in the error of planning surgery by 
laryngofissure for a lesion which can- 
not be encompassed by this procedure. 
Failing to recognize the restriction of 
movement of an arytenoid has resulted 
in inadequate initial treatment. An oper- 
ation by laryngofissure is not extensive 
enough for lesions causing fixation. 


Any swelling of an arytenoid usually 
means that a thyrotomy will not do the 
job. Any purely subglottic lesion or 
subglottic extension easily seen usually 
extends downwards at least a centimeter 
farther than one thinks it does, and re- 
moval requires laryngectomy. Unless the 
cancer is a purely superficial one, it 
usually extends much farther intra- 
mucosally or submucosally than appear- 
ance on the surface would indicate. 


The failure to prove microscopically 
that the lesion removed by laryngofis- 
sure has an adequate margin of normal 
tissue in all directions, has resulted in a 
laryngectomy being delayed too long. 


The desire to preserve the functions 
of speech and peroral breathing has 
resulted in the error of choosing roent- 
gentherapy for intrinsic lesions that 
would have been better treated by sur- 
gery. On the basis of my statistics, I still 
prefer the laryngofissure operation for 
small, purely cordal cancers, unless the 
histopathologic examination proves them 
to be very superficial. 


Arytenoid swelling, arytenoid fixa- 
tion and subglottic extension require 
laryngectomy, not roentgentherapy, for 
removal. 
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Another error that has resulted in the 
failure of the initial treatment is the 
failure to appreciate that postirradiation 
thickening and swelling may hide in- 
complete regression or early recurrence. 
The lesion successfully treated by ir- 
radiation has usually completely disap- 
peared before the completion of the 
course, and the larynx has returned to a 
normal appearance and movement with- 
in One to two months after the end of 
treatment. 


Any adenopathy demands radical neck 
dissection either simultaneously with 
the laryngectomy or a few weeks later. 


Failure to treat carcinoma in situ as 
if invasion were imminent is an error. 


While complete stripping of a cord 
alone has seemed to give a cure, I prefer 
a full cancerocidal course of irradiation 
if there are multiple scattered foci of 
carcinoma in situ. 


More than twenty cases of superficial 
lesions revealing only carcinoma in situ 
on repeated examination of biopsy spec- 
imens received cancerocidal doses of ir- 
radiation. In one patient invasive car- 
cinoma occurred two and a half years 
later, and three other patients with car- 
cinoma in situ, treated by surgical strip- 
ping alone, had invasive carcinoma two 
years and eight months later, and one 
patient treated by thyrotomy for car- 
cinoma in situ had a recurrence of it 
ten months later. 


Maybe the recitation of those ob- 
served errors seems elementary to most 
of us, but I believe their implications 
must at least be preached to our students 
and our referring colleagues. 


DISCUSSION 


Dr. Mactetskr: I should like to repeat the 
point that many of the patients one sees now 
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with carcinoma of the larynx have received 
repeated courses of antibiotic therapy on the 
basis that the patient had laryngitis; many of 
them have improved temporarily, but in real- 
ity the diagnosis has only been delayed. 


I think we should also bring home to our 
colleagues who refer patients to us that one 
cannot agree to treat a laryngitis without hav- 
ing examined the larynx. 


Dr. Reen: I would like to disagree with you, 
if I might, Dr. Miller, on the point of advo- 
cating the laryngofissure for small, early le- 
sions. I do not see the rationality of this. Re- 
cent statistics indicate that the cure rate is 
just as good with irradiation of the small le- 
sion confined to one freely movable cord as 
with laryngofissure, and most certainly in the 
greater percentage of cases the voice is much 
better following irradiation than it is follow- 
ing laryngofissure. So I see no real reason to 
advocate laryngofissure for the small lesions 
except when radiotherapy is unfeasible be- 
cause of socio-economic factors. 


On the other hand, the radiologists like to 
treat carcinoma of the larynx, and we must 
be continually alert to keep the radiologists 
from treating unsuitable cases. Other than in 
the treatment of these small lesions there is 
no place for radiation therapy except in treat- 
ment of the larger lesions which are beyond 
the confines of surgery. There has been a ten- 
dency, even in recent literature, to say, “Well, 
we just are not sure yet about the results of 
x-ray therapy. It has ‘cured’ some of our 
patients, so why don’t we give the patient a 
trial of x-ray therapy? If it does not work, 
we can always do surgery.” 


Yes, you can always do surgery, but I am 
sure you are all familiar with the many prob- 
lems of doing surgery on these patients who 
have been irradiated previously. We have re- 
cently collected a small series of cases and 
found that the hospital stay of patients who 
had been irradiated before surgery was from 
two to three times as long as that of the un- 
radiated patients. That, of course, brings with 
it a great deal of expense, to say nothing of 
the blow to the patient’s morale when fistulas 
develop, healing is delayed or poor, and plastic 
repairs become necessary. So we have to be 
careful in our initial choice of treatment and 
avoid the idea of a “trial of x-ray.” 


If irradiation will do a better job, well, then . 
let’s give it credit and use it. If it won’t doa 
better job, then by all means let’s use sur- 
gery. 
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HISTORY TAKING IN ALLERGY: 
USE AND ANALYSIS OF A QUESTIONNAIRE 


Jack R. Anperson, M.D. 
Wa Rustin, M.D. 
NEW ORLEANS, LOUISIANA 


INTRODUCTION 


Soon after we became interested in 
otolaryngologic allergy, it became evi- 
dent to us that it would be desirable to 
have some type of questionnaire that 
could be filled out by the patient. A num- 
ber of standard texts were consulted, 
but none seemed to provide exactly what 
we wanted. Nevertheless, several history 
forms were developed, each being an im- 
provement over the preceding ones. 
These were employed in our private 
practice and in the Otolaryngologic Al- 
lergy Clinics at the New Orleans Eye, 
Ear, Nose and Throat Hospital and the 
Tulane University Medical School. 


Eventually we became acquainted 
with the Cornell Medical Index Health 
Questionnaire (CMI), developed at 
Cornell University Medical College un- 
der a contract recommended by the Na- 
tional Research Council, between the 
Veterans Administration and Cornell 
University. We were impressed by the 
simplicity of its operation, and it was 
immediately apparent that a similar his- 
tory questionnaire was precisely what 
those physicians who devoted themselves 
to the diagnosis and treatment of aller- 
gic disease sorely needed. 


Therefore, a history questionnaire 
patterned after the CMI was developed, 
using all the improvements which had 
been made in the evolution of our pre- 


From the Allergy Clinic of the Eye, Ear, Nose 
and Throat Hospital, New Orleans, Louisiana. 
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vious forms. At first, we gave the pa- 
tients our questionnaire and, in addition, 
a CMI to fill out, but then we realized 
that we needed a form more heavily 
weighted in the upper respiratory sys- 
tem for the purpose of differential diag- 
nosis. These changes were made. 


Finally, we requested permission from 
Albert J. Erdmann, Jr., M.D., one of 
the men who developed the CMI, to 
combine our history form with the So- 
cial and Psychiatric portions of the 
CMI. This permission was kindly grant- 
ed in the true traditions of Medicine, 
and the present Allergy History Ques- 
tionnaire is the result. 


We are under no illusions that this is 
the last word in allergy history taking. 
We are sure that a better history could 
be taken if one had the time to spend 
two or three hours with the patient for 
that purpose. But we are primarily oto- 
laryngologists who find that cases of al- 
lergy comprise a large portion of our 
practice, and our time is too filled to take 
such a leisurely history. To us the Al- 
lergy History Questionnaire is a time- 
saving device which permits us to get 
to the point more quickly. 


Finally, we earnestly request that 
those who use the Allergy History Ques- 
tionnaire employ it as we recommend it, 
for our recommendations are based on 
the successes and failures we encoun- 
tered in its development. 


The object of the allergic history is 
threefold: (1) to uncover the offending 
agent or agents, (2) to delineate the pa- 
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tient’s complete allergic symptomatolo- 
gy, including its development, and (3) 
to give an insight into all aspects of the 
patient’s medical problem. 


Obtaining such a complete history 
would be too time-consuming for busy 
otolaryngologists, who, as a group, are 
notorious for the brevity of their history 
taking. To meet the need for a method 
of collecting a large amount of signifi- 
cant allergic and general medical infor- 
mation with the expenditure of a mini- 
mum amount of the physician’s time, we 
have developed a questionnaire to be 
filled out by the patient. Modelled after 
the Cornell Medical Index Health Ques- 
tionnaire,? the question-and-answer 
form may be used to uncover promising 
areas of investigation and thus allow the 
physician to cut his way directly to the 
heart of the problem rather than to ar- 
rive there by a circuitous route. It also 
eliminates, to a large extent, the possi- 
bility of overlooking what may prove to 
be important facts in the history. 


TECHNIQUE OF USING THE 
ALLERGY HISTORY QUESTION NAIRE 


The questionnaire consists of 367 
questions printed on both sides of four 
pages. Obviously, this would be too bul- 
ky to enclose in a physician’s files. To 
summarize the information obtained and 
thus conserve space, we have developed 
a Key, or Summary, Sheet or Card. 


If, on the occasion of the first visit, 
a short history, physical examination 
and cytologic study of secretions give 
the physician the impression that the pa- 
tient’s disorder is probably of allergic 
origin, he is given a questionnaire to 
fill out. We prefer to have the patient 
take this home with him rather than 
complete it in the office, because there 
it may be done leisurely, usually with 
the benefit of much clearer thought and 
also with useful help from other mem- 
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bers of the family. When the form has 
been completed, it is mailed to the office 
in a self-addressed, stamped envelope 
provided for that purpose. 


It is very tempting to have a secretary 
transfer the positive information to the 
Key Sheet, but this practice is men- 
tioned only to be condemned, for it de- 
feats the main purpose of the question- 
naire—to give the physician insight into 
all aspects of the patient’s problem. In 
our hands, less than five minutes are re- 
quired to study the questionnaire, trans- 
fer the pertinent information to the Key 
Sheet, and establish a provisional pro- 
gram of investigation. As we go through 
the questionnaire, we place check marks 
next to the questions we wish to investi- 
gate in more detail. On the occasion of 
the patient’s return visit, the indicated 
areas are thoroughly explored, and any 
additional information obtained is also 
recorded on the Key Sheet or Card. 


STRUCTURE OF THE ALLERGY 
HISTORY QUESTION NAIRE 


Aside from questions inquiring about 
the main complaint and its duration, and 
about the marital status, occupation and 
educational attainments of the patient, 
every question is followed by a “Yes” 
or “No” to be circled as indicated. As 
in the Cornell Medical Index Health 
Questionnaire, the questions are simply 
worded, medical terminology being 
avoided for obvious reasons. 


The questions are grouped in sections 
under the following headings : 
I. Main Complaint and Its Dura- 
tion 
Il. Seasonal Incidence 
Ill. History of First Attack 
IV. Discussion of Attacks 


V. General Allergic Symptoma- 
tology 
A. Nose 
B. Throat 
C. Ears 
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D. Eyes 
E. Chest 
F. Gastrointestinal System 
G. Skin 
H. Miscellaneous 


VI. Childhood Allergic History 


Family History 
VIII. Nonpollen Inhalant History 
IX. Food History 


X. Physical History (Trigger 


Mechanisms ) 


XI. Focal Infection History 
XII. Environmental Survey 
XIII. Previous Treatment History 
XIV. General Medical History 
XV. Social History 
XVI. Psychiatric History 


We will now discuss the various sec- 
tions in detail, indicating what informa- 
tion is being sought. For the beginner 
in allergy, this might be termed a lesson 
in how to “think allergically.” 


Address of the Patient 


Though seemingly too trivial a thing 
to consider, the address of the patient 
may give some helpful information. 


Knowing the general locality in which 
he practices, the physician may corre- 
late the location of the patient’s home 
with factories in the vicinity, certain 
low, damp areas which might be the 
source of luxuriant mold growth, or 
wooded areas or fields which might be 
the source of pollen, to name but a few 
possible influences. If the address is in 
an old section of town, the dwellings 
may be either damp or extremely dusty. 
A rural address may direct attention to 
allergens commonly found in those lo- 
cations or around farms, e.g., insect and 
vegetable sprays, animal danders, rusts, 
and smuts. Then, also, every physician 
treating allergic patients should have 
some basic knowledge of micrometeor- 
ology so that he might assess its influ- 
ence when a patient lives in a certain 
dJocality. 
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Occupation and Duration of Occupation 

Every individual is exposed to aller- 
gens or irritants peculiar to his particu- 
lar type of work. A relationship between 
the onset or exacerbation of symptoms 
and the beginning of employment may 
exist; or, perhaps, symptoms may be 
dated to the institution of some new 
process in the course of work. Standard 
texts contain listings of the chief aller- 
gens encountered in various occupations. 


Main Complaint and Its Duration 


The patient often makes his own diag- 
nosis because his symptoms are so ob- 
viously of an allergic nature; thus, he 
may list his main complaint as “hay fe- 
ver” or “asthma.” At times he will be 
told by some other physician that he is 
suffering from an allergic disease and 
so will list it simply as “allergy.” In 
most instances, however, patients will 
list one or more symptoms which bother 
them most, overlooking numerous others 
which are not so annoying. 


The duration of the main complaint 
does not necessarily signify that allergic 
symptoms began at that time, for at this 
point in the allergic investigation, pa- 
tients have a tendency to think only in 
terms of major attacks, whereas they 
may have actually been experiencing mi- 
nor symptoms for a long time prior to 


this. 


Correlation of the duration of the 
chief complaint with the age of the pa- 
tient may give valuable information. 
Food sensitivities are very frequent in 
infants and young children because of 
the immaturity of their digestive tracts 
and the fact that massive exposure is 
likely to occur due to the limited nature 
of the diet. Bacterial allergy also seems 
to be uncommonly frequent in children; 
this is explained, in part, by the in- 
creased incidence of respiratory disease 
and the poor drainage of secretions from 
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the upper respiratory tract in children. 
Many allergic conditions make their 
first appearance at puberty or around 
the time of the menopause and appear 
to be related to the great hormonal and 
emotional changes which occur during 
those periods. When allergic complaints 
begin late in life, bacterial allergy should 
be strongly suspected, and a thorough 
search for foci of infection should be 
conducted. 


As we have indicated previously, there 
may be some relationship between the 
initial development or exacerbation of 
symptoms and the duration and type of 
the patient’s employment. 


The time of onset of symptoms may 
also be compared with the date of the 
patient’s marriage, separation or di- 
vorce, the birth of a child, or the death 
of a mate, for these are times of great 
emotional upheaval, and any such re- 
lationship should prompt one to be on 
the lookout for a large psychosomatic 
element in the case. 


Seasonal Incidence (Questions 1 
through 4) 


Seasonal incidence or exacerbation of 
symptoms is investigated mainly to de- 
termine whether pollen allergy should 
be suspected. However, it will also give 
other information such as the relation- 
ship of symptoms to certain seasonal 
foods, activities, or types of living. 


Limitation of symptoms to the spring 
of the year should cause one to investi- 
gate the possibility of tree pollen sensi- 
tivity. It is not uncommon for spring- 
time exacerbation of symptoms to be 
due to massive exposure to house dust 
or paint fumes during spring house 
cleaning and painting, contactants in 
gardens, and seasonal foods. 


Grass, chenopod, amaranth, dock, 
plantain and thistle pollen should be sus- 
pected, depending on the locality, when 
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the disease is limited to the summer 
months. Atmospheric mold is also most 
prevalent at this time of the year, as are 
a number of allergenic insects. Con- 
tactants in gardens, fields and sports 
should also be investigated. Again, the 
possibility that some seasonal food is 
the offender should be considered. 


The main suspects in the fall are rag- 
weed, amaranth, sage, thistle, and kochia 
pollen, depending on the area. In a few 
states, grass and tree pollen may be suf- 
ficiently plentiful because of the temper- 
ate climate, to precipitate symptoms. 
Damaging concentrations of atmospher- 
ic mold, rusts and smut may continue on 
into the fall. House dust assumes in- 
creasing importance at this time because 
householders begin to keep windows 
shut for longer periods, central heating 
systems are turned on, rugs are taken 
out of storage for use, and heavy blank- 
ets and clothing containing dust are 
again put into use. 


During the winter, the main suspect 
is house dust, but tree pollen and atmos- 
pheric mold may play a part where the 
year-round climate is mild. Seasonal 
foods may also be important. Bacterial 
allergy should be considered because of 
increased incidence of respiratory infec- 
tion due, in part, to the frequent tem- 
perature changes to which the individual 
is exposed. 


Should the answers indicate that 
symptoms are present perennially, 1e., 
during the entire year, the offending al- 
lergens are probably substances to which 
the patient is constantly exposed. 


History of First Attack (Questions 5 
through 7 ) 


Gradual onset indicates a slowly pro- 
gressive development of sensitivity, usu- 
ally to a common environmental allergen 
or group of allergens. Such a history 
should also cause one to think along 
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quantitative lines, for it has often been 
said that a person might become allergic 
to anything provided the exposure is 
great enough and sufficiently prolonged. 


Acute onset points either to the intro- 
duction of a new antigen into the en- 
vironment (such as a new or unusual 
food; a change in residence, occupation, 
furniture, rugs, or clothing; or new 
household pets), massive exposure, or 
some unusual occurrence which lowers 
the defensive mechanism of the body 
(such as a sinus or upper respiratory in- 
fection, a gastrointestinal upset, or such 
acute infectious diseases as measles, 
whooping cough, and diphtheria). 


At times the patient may be helpful 
in bringing out some fact that the in- 
vestigator might overlook; therefore, it 
should be routine to ask the patient if he 
has any idea what caused the condition 
to begin. 


Discussion of Attacks ( Questions 8 
through 15) 


In this section of the history, an at- 
tempt is made to obtain information 
about the individual attack, in contra- 
distinction to the last set of questions, 
whose purpose it was to clarify the cir- 
cumstances surrounding the onset of the 
disease itself. 


As previously stated, gradual onset in- 
dicates a slowly progressive development 
of hypersensitivity to a common en- 
vironmental allergen or group of aller- 
gens. In either case, the quantitative as- 
pect of the problem should be con- 
sidered. 


Acute onset might indicate the intro- 
duction of a new antigen into the en- 
vironment, massive exposure, or the 
presence of some unusual condition 
which lowers the threshold of allergic 
symptoms. 


Inquiry concerning the frequency of 
attacks is directed toward establishing, 
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if possible, the frequency of contact 
with the allergen or the frequency with 
which the allergic load! becomes great 
enough to produce symptoms. 


The duration of the attack sometimes 
indicates the degree of sensitivity of 
the patient or the duration of exposure 
to the offending allergen. | 


Attacks occurring after the patient 
has retired should direct one’s attention 
to some article of bedding or something 
in the bedroom. The widespread use of 
window fans and attic ventilation during 
the summer months has created a spe- 
cialized set of problems inasmuch as 
abnormal amounts of pollen and other 
irritants are pulled into the bedroom 
and aggravate the allergic individual, 
who often sleeps directly in the path of 
air flow; in addition, when the patient 
turns about in bed, warm parts of his 
body are chilled in the draft, which then 
acts as a physical allergen or serves to 
trigger the allergic reaction. Rinkel* re- 
ports that attacks occurring in the mid- 
dle of the night often indicate food 
sensitivity. 


At times, measures which the patient 
states have given relief in the past may 
help not only to establish the disease as 
allergic in nature but also to give a clue 
as to its etiology. There are numerous 
examples. Relief from antihistaminic 
drugs is the outstanding one. If im- 
provement is reported following the use 
of vasodilator drugs, a physical allergy 
may be suspected. Lessening of symp- 
toms after a course of antibiotic therapy 
may occur in bacterial allergy. Relief of 
hay fever symptoms as a result of a trip 
to other areas of the country may occur 
in cases of pollenosis. 


It is desirable to establish the severity 
of the condition. A mild allergy may not 
warrant an extensive diagnostic and 
therapeutic program ; for these individu- 
als it may be economically more prac- 
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tical to take care of their acute episodes 
symptomatically. The same may be said 
for the patient who has an acute epi- 
sode for a short time once a year, as in 
the two-week tree-pollinating period, for 
example. Should the attacks be severe, 
it will be necessary to give the patient 
symptomatic treatment in addition to 
elimination and hyposensitization. 


Nasal Symptoms (Questions 16 
through 28) 


It is indeed rare to find a person who 
presents but one manifestation of aller- 
gy; usually, however, patients do not 
realize that many of their minor com- 
plaints are but part of an over-all pic- 
ture. A complete knowledge of the in- 
dividual’s allergic symptomatology is 
valuable to the physician for several 
reasons. First, the location of the shock 
organ may give clues as to the types of 
allergens involved; e.g., in the respira- 
tory system, our main interest, inhalant 
allergens are the most common offend- 
ers, with bacteria and foods in an im- 
portant, but secondary, role. Secondly, 
if symptomatic relief is indicated, it may 
be more completely achieved. Finally, it 
may be of value in following the re- 
sponse to therapy and in the evaluation 
of the role played by infection, anatomic 
derangement and psychosomatic influ- 
ences. 


Sneezing frequently follows itching 
in the nose and these two are among the 
most prominent symptoms in cases due 
to inhalant allergens. They may result 
from actual contact with the allergens 
involved, but apparently, almost as fre- 
quently they occur because the allergic 
nose, being hypersensitive to sensory as 
well as allergenic stimulation, is “trig- 


gered” by such physical irritants as heat, 


cold, fumes, odors, sunlight, dusts, and 
slight trauma (with a handkerchief, for 
example). A typical manifestation of 
the “trigger” phenomenon is the sneez- 
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ing attack which allergic patients often 
experience in the morning upon arising. 
This is felt to be due to the chilling pro- 
duced when they emerge from under 
the bed covering and their bare feet first 
touch the cold floor, although undoubt- 
edly circulatory readjustment may play 
a part. 


Blockage of the nasal air passages in 
cases of allergy is of course due to tis- 
sue edema and varies in degree, duration 
and laterality depending on severity of 
hypersensitiveness, amount of secondary 
tissue change (hyperplastic fibrosis) 
and disturbances in the anatomical con- 
figuration of the internal and external 
nose. 


Before leaving this subject, it is felt 
that a short discussion of a very impor- 
tant differential diagnostic point is in 
order. Patients often speak of the nose 
being blocked when the word “stuffy” 
would more accurately describe the con- 
dition. Apparently, to experience a sense 
of normal breathing, a certain amount 
of negative pressure must be developed 
on inspiration and a definite degree of 
moistening of the inspired air must oc- 
cur. Extremes at either end of the scale 
will result in a sensation of “stuffiness”’ 
which the patients loosely describe as 
“blockage.” Examples of this are com- 
mon clinically; patients with markedly 
deviated nasal septums often complain 
of blockage on the side which is most 
patent, and those with atrophic rhinitis 
without crusting report that they suffer 
from nasal blockage even though there is 
actually an increase in the volume of 
the internal nose. 


Aside from allergy and infection, the 
most common causes of nasal stuffiness 
in our experience have been reaction 
from fear and anxiety, excessive smok- 
ing, excessive coffee drinking, and en- 
docrine hypofunction due to advancing 
years.'* Fear and anxiety cause stimula- 
tion of the sympathetic nervous system | 
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and consequent release of an epine- 
phrine-like substance called sympathin. 
Tobacco smoke, in addition to being a 
local irritant, acts systemically and also 
produces vasoconstriction. Coffee, as a 
result of its caffeine content, also causes 
vasoconstriction and, because it is a po- 
tent diuretic, causes dehydration and 
thickening of the nasal mucus. Anything 
that causes vasoconstriction in the nasal 
mucous membrane will cause a decrease 
in the amount and an increase in the 
viscosity of the mucus produced. Thus, 
the nasal passages may be open widely, 
yet the patient will say that they are 
blocked. Usually these patients complain 
of a seeming paradox: they report a 
great deal of dryness of the nose and 
throat, yet complain bitterly of the thick- 
ness of the mucus and the difficulty they 
experience in trying to rid themselves of 
it. 


This latter syndrome (dryness and 
burning of the membranes of the nose 
and throat, stuffiness of the nose and the 
presence of thick, tenacious mucus 
which is difficult to expel) might be 
termed the upper respiratory sympa- 
thetic syndrome. It should not be con- 
fused with allergy and may prove to be 
a pitfall for the unwary. It may occur 
in patients with latent allergy or as an 
independent entity; in the latter in- 
stance it may be mistaken for allergy. 
Prescribing antihistaminic drugs in 
these cases will serve to aggravate them. 
Nasal smears with Hansel’s stain will 
reveal the presence of a large amount 
of thick mucus with only a few scattered 
cells which are not eosinophils. Finally, 
the allergic patient may give a history of 
having to clear a large amount of mucus 
from the nasopharynx, but it is never 
as viscid as in the sympathetic syndrome 
unless there is a great deal of anatomic 
obstruction in the nose; in the latter in- 
stance there are always diagnostic 
amounts of eosinophils in spite of the 
thickened mucus. 
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Headache associated with nasal block- 
age is not infrequent among allergic in- 
dividuals. The nasal blockage may prove 
to be the direct cause of the headache, 
or it may be just one incidental mani- 
festation of the circulatory dysfunction 
causing the pain. Nasal mucosal swelling 
may be directly causing the headache be- 
cause of the establishment of pressure 
points between the turbinates and the 
septum, between adjacent turbinates, or 
between the turbinates and the lateral 
wall of the nose. The individuals so con- 
stituted also experience headache when 
the nasal mucosa swells from other types 
of irritation. In these cases a submucous 
resection may have to be considered. The 
diagnosis of this mechanism of head- 
ache production is easily made by de- 
termining the effect of selective field- 
block anesthesia while the patient has 
a headache. 


A prime manifestation of allergy is 
increased glandular secretion. The mu- 
cus produced may vary in amount, in 
consistency, and in the way in which it 
bothers the patient. At times it is very 
watery, as in hay fever, and so profuse 
that it will drain from both the anterior 
and posterior nares. Generally it is more 
mucoid and is cleared from the nose 
either by blowing or by the cilia, which 
carry it posteriorly into the naso- 
pharynx. The most viscid mucus is 
found in those cases with marked ob- 
struction of the nasal passage (e.g., 
marked deviation or spurring of the na- 
sal septum, and nasal polyposis); in 
such instances the viscid mucus .will ac- 
cumulate in large quantities in the nose. 
A particular complaint of allergic pa- 
tients concerns the large amount of mu- 
cus which they have to clear from the 
nasopharynx each morning upon arising. 
This represents a pooled accumulation 
over the sleeping hours. At times it be- 
comes particularly aggravating because 
of the increased viscosity due to mouth 
breathing. 
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As offensive as it may be to his sensi- 
bilities, the allergic patient will usually 
find that the mucoid postnasal discharge 
does not have an unpleasant taste. If 
there is superimposed infection, particu- 
larly when a sinus is involved, the dis- 
charge changes color and has a sweetish 
taste which is nauseating and particular- 
ly disgusting. 

An overwhelming percentage of nasal 
polyps are of allergic origin and will re- 
cur following removal if the patient’s al- 
lergy is not controlled. 

Many individuals with nasal allergy 
have been under the impression for 
many years that they are suffering from 
“sinus trouble,” the implication being 
that the cause of their difficulty is some 
chronic and incurable infection. This 
is caused by the vague conception of 
sinusitis in the mind of the public and 
also by the fact that many physicians 
who are not trained in allergic diagnosis 
and therapy treat allergic disorders as 
though they were infections. Strangely 
enough, this latter state of affairs may 
go on for years, for there are certain 
phenomena associated with allergic dis- 
ease which work on the side of these 
physicians, the main one being the fluc- 
tuation in severity of allergic symptoms. 

The patient is asked whether or not 
he has hay fever because, being preoc- 
cupied with other symptoms, he may 
overlook the seemingly obvious. The 
presence of seasonal hay fever usually 
implicates a seasonally prevalent pollen. 

Anosmia frequently accompanies the 
more severe types of nasal allergy. It 
may be due to the fact that nasal ob- 
struction prevents odors from reaching 
the olfactory nerve endings in the roof 
of the nose. Sometimes it will disappear 
during periods of quiescence or when 
the allergy is controlled; in other in- 
stances it is permanent, perhaps because 
of metaplasia of the epithelium in the 
olfactory sulcus because of the presence 
of nasal polyps. 
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Allergic patients quickly learn to dif- 
ferentiate the onset of an upper respira- 
tory infection from the onset of an al- 
lergic crisis. If an allergic patient has 
frequent colds, or if his cold seems to 
hang on for a long time, one should sus- 
pect the possibility of bacterial sensitiv- 
ity or at least the presence of a localized 
loss of immunity to the bacteria con- 
cerned. Of course this does not mean 
that a bacterial allergy may not be oper- 
ative in the absence of affirmative an- 
swers to these questions. In fact, it is 
felt that bacterial sensitivity should be 
considered whenever there is chronic 
blockage of the normal flow of secre- 
tions, whether it is due to chronic vas- 
cular engorgement of the nasal struc- 
tures or to anatomical obstruction in the 
nose or nasopharynx. 


We are aware that the question of 
bacterial sensitivity is a controversial 
one among allergists. Yet proof of the 
pudding is in the eating, and our beliefs 
are based on the good results often ob- 
tained with bacterial vaccine therapy in 
patients who seem to have frequent or 
prolonged nasal infections. 


Throat Symptoms (Questions 29 
through 37) 


As was mentioned previously, itching 
is one of the most prominent symptoms 
of allergy. 


Individuals with nasal allergy often 
complain of sore throat being present in 
the morning when they awaken but dis- 
appearing after they have been up and 
about for a while. Because of the nasal 
blockage, these individuals sleep with 
their mouths open, often snoring, and 
the unwarmed inspired air dries out the 
pharyngeal mucosa and gives rise to 
pain. When they awaken in the morning, 
this condition is reversed by several fac- 
tors: when the upright position is as- 
sumed, the nasopharynx is cleared of 
accumulated secretions and nasal breath- 


. 
= 


1956 
ing is resumed; breakfast and hot cof- 
fee, or some other beverage, stimulate 
the production of mucus and sooth the 
membranes, and the mucus produced 
again follows its normal pathway from 
the nasopharynx, down the pharynx, to 
be swallowed. 


Clearing the nasopharynx of the se- 
cretions which have accumulated over- 
night is sometimes so difficult that vio- 
lent effort is required. This, in turn, may 
cause nausea, and some individuals ac- 
tually vomit. 


Postnasal discharge, hypopharyngeal 
accumulation of mucus and, undoubted- 
ly secretions carried upward in the 
trachea by ciliary action, often cause the 
allergic individual to want to clear some- 
thing from between his vocal cords. 
Should his efforts be violent enough or 
persist over a long period of time, vocal 
cord edema with subsequent hoarseness 
or huskiness of the voice often ensues. 

Ulcerative stomatitis, glossodynia, ex- 
cessive redness of the tongue, and swel- 
ling of the lips and tongue, as well as 
the salivary glands, are often due to 
allergy. They may result from sensitiv- 
ity to foods, drugs, or anything that 
passes the lips, e.g., tobacco products, 
lipstick, dental plates, tooth pastes or 
powders, mouth washes and chewing 


gum. 


Ear Symptoms (Questions 38 
through 44) 

The possibility that pruritis of the 
external ear canal may be of allergic 
origin should be kept in mind. In most 
instances, however, this is not the case. 


Intermittent blockage of the eustach- 
ian tubes as a result of allergic edema 
is often the cause of recurrent ear pain 
without signs of local inflammation. 
This is often associated with the devel- 
opment of secretory otitis, in which case 
the patient will frequently volunteer the 
information that he experiences the sen- 
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sation of a drop of water in the ear. As 
a result of these changes there is inter- 
ference with the normal function of the 
ear, and hearing loss, tinnitus and ver- 
tigo occur either singly or in various 
combinations. However, it is well to re- 
member that allergy may be the cause 
of certain vasomotor phenomena of the 
inner ear which result in the production 
of these same symptoms. In either case 
the outstanding characteristic is the 
fluctuating nature of the symptoms. 


Many cases of chronic drainage from 
the middle ear are perpetuated by aller- 
gy, and eosinophils in diagnostically sig- 
nificant numbers may be found in the 
mucoid material obtained from the ear. 
It is impossible to obtain a dry ear in 
these cases unless the allergic element 
is controlled. 


Eye Symptoms (Questions 45 
through 53) 

The questions in this section are de- 
signed to elicit some of the frequent 
complaints of allergic individuals even 
though the tissues of the eyes are not 
the main shock tissues. 


The most commonly encountered man- 
ifestations of allergy of the eye are in- 
volvements of the conjunctiva and the 
periorbital skin ; however, numerous re- 
ports in the literature indicate that ev- 
ery portion of the eye can be affected by 
allergy. 


As Hansel’ points out, the conjunc- 
tival epithelium morphologically lies 
somewhere between the ciliated epithe- 
lium of the nose and that of the skin, so. 
allergens affecting those two structures 
may be factors in the production of con- 
junctivitis and blepharitis. 


Among the reported causes of al- 
lergic dermatitis of the eyelids are dyes 
for hair, eyebrows or eyelashes; sham- 
poos; foundation creams; cosmetics; 


nail polishes; drugs; insecticides; oils 
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of plants; spectacle frames; rubber; 
dandruff ; paint; wave-set lotions, and 
pathogenic fungi. 


Chest Symptoms (Questions 54 
through 56) 


Cough is the most frequent respira- 
tory manifestation of allergy, yet the al- 
lergic etiology is frequently unrecog- 
nized unless it is associated with bronch- 
ial asthma. In the absence of any demon- 
strable cause, a cough which has not re- 
sponded to the usual sedative cough 
mixtures should be suspected of being 
due to allergy. Several types of allergic 
cough are recognized. 


There is a hacking, nonproductive 
cough which may occur at any time dur- 
ing the day or night. It resembles smok- 
er’s cough and may be mistaken for it. 
In children, however, it characteristically 
begins soon after they retire and may 
continue periodically through the night, 
causing a restless sleep. Sometimes pa- 
tients will report that it is accompanied 
by an itching sensation in the throat or 
chest. 


Another type of cough due to allergy 
is associated with mild nasal stuffiness, 
with postnasal discharge, and often with 
frequent attempts at ‘clearing’ the 
throat. 


A third type is that accompanying so- 
called “allergic” or “asthmatic” bronchi- 
tis. Here there is mucus in the respira- 
tory tree but the lumen is not occluded 
enough to produce the typical wheezing 
of asthma. Patients often say that their 
attacks of asthma begin suddenly, but 
upon careful questioning they will ad- 
mit that they have had cough and what 
they describe as “congestion” in the 
chest for some time. It should be pointed 
out here that the condition is often as- 
sociated with purulent sinusitis and will 
subside when the sinuses have received 
proper treatment. 
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Finally, there is the cough associated 
with bronchiectasis complicating allergic 
respiratory disease. In these instances, 
the cough will be productive of more 
purulent and foul-smelling secretion 
than is generally seen in uncomplicated 
cases. 


As implied above, coughs due to aller- 
gy do not respond to the usual sedative 
cough mixtures but will frequently show 
quick improvement when the patient is 
given ephedrine or some other broncho- 
dilator. Good response is sometimes ob- 
tained with antihistaminic drugs when 
the cough is a dry one. 


Should the patient state that he is 
bothered with coughing, the physician 
should explore the area thereby opened. 
He should try to determine, among other 
things, whether the cough is productive 
or nonproductive, the characteristics of 
the mucus if the cough is productive, 
whether it is present only with colds, 
whether it is associated with elevations 
in temperature, whether it is paroxysmal 
and/or seasonal, and if there is an as- 
sociation with exertion. 


Many patients do not know what asth- 
ma is, but this is the simplest way of 
asking whether the individuai is suffer- 
ing from recurrent paroxysmal dyspnea 
associated with wheezing and cough. 
What the physician should keep in mind 
is Chevalier Jackson’s time-worn and 
honored dictum, “All is not asthma that 
wheezes.”’ All standard texts contain 
lengthy lists of conditions which may 
cause dyspnea and which may be mis- 
taken for asthma. Many texts have 
tables differentiating bronchial asthma 
from cardiac asthma. A positive answer 
to this question should indicate further 
investigation by the physician upon the 
occasion of his second interview with 
the patient. 


Many individuals seem to have re- 
peated attacks of bronchial infection as- 


x 
o 


MAY-JUNE 
1956 


sociated with the asthmatic syndrome. 
Cough, with or without low-grade tem- 
perature, characterizes the condition. 
The most frequent cause of these at- 
tacks is a bacterial allergy, and a focus 
of infection is very often found in the 
paranasal sinuses. 


Gastrointestinal System (Questions 57 
through 68) 


All of the symptoms in this section 
have been reported as being due to food 
allergy, and their presence in a case of 
otolaryngologic allergy should cause one 
to consider the possibility of food sensi- 
tization. Foods usually are not primary 
allergens in these cases but act by in- 
creasing the allergic load; however, it 
should be remembered that foods play 
a more important part in the production 
of symptoms in children than in adults. 


Skin Symptoms (Questions 69 
through 77) 

The most commonly encountered der- 
matologic manifestations of allergy are 
contact allergic dermatitis, atopic or fa- 
milial allergic dermatitis (includes atopic 
or infantile eczema and _ generalized 
atopic dermatitis of older children and 
adults), urticaria and angioedema. The 
type depends on the particular portion 
of the skin in which the allergic reaction 
primarily occurs. 


The otolaryngologist most frequent- 
ly deals with allergic contact dermatitis 
in the area of the external ear. Some of 
the reported causes of this condition are 
ear muffs, earrings, goggles, spectacle 
frames, hearing-aid ear inserts, hair 
nets, medications, perfumes, pillows, 
hair rinses and shampoos, scalp lotion, 
shower caps, telephone receivers, any- 
thing used for scratching the ear, and 
anything brought into contact with the 
ear by the hands. : 


Urticaria and angioedema are but dif- 
ferent phases of the same process: in 
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urticaria the site of reaction is the vas- 
cular bed of the corium, but the deeper 
vessels are involved in angioedema. The 
otolaryngologist may see these lesions 
about the mouth, the lips, the tongue, 
and the mucous membranes of the 
mouth, uvula, pharynx and larynx. It is 
generally believed that most cases of 
this type are due to food allergy, but 
they may also be caused by ingested or 
injected drugs and inhalants. The aller- 
gens are carried to the site of the lesions 
by the blood stream. 


Miscellaneous Symptoms (Questions 78 
through 84) 


We have already considered mucosal 
edema of the nasal passages as a cause 


of headache. 


A fairly common type of headache is 
due to myalgia of the muscles of the 
head and is said to be due to an allergic 
reaction within the muscle itself. It is a 
recurrent condition and is sometimes 
characterized by the presence of firm, 
tender areas in the muscle; the pain is 
disturbed along myotomic segments and 
it is of a deep, aching type which gradu- 
ally increases in severity and gradually 
subsides. Response to vasodilator drugs 
is good. Food allergy, physical allergy, 
or psychosomatic stimuli may precipitate 
the attacks. 


There has been much discussion as to 
whether migraine and migraine equiva- 
lents are of allergic origin. Undoubted- 
ly they are in some instances due to food 
allergy. 


Unusual sleepiness, inability to think 
correctly, and difficulty in concentration 
are not infrequently seen in patients 
with the allergic syndrome ; they should 
make one think of the possibility of 
cerebral angioedema. Food allergy has 
been reported as the cause of some cases 
of epileptiform convulsions. The same is 
true, to some extent, of excessive tired- 
ness. 
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Many patients designate as “rheuma- 
tism” any recurring, aching pain occur- 
ring in the region of the joints or in 
muscle. There is some evidence that 
these are of allergic origin in some cases 


at least. They resemble allergic myalgia 
of the head. 


The familiar serum sickness which 
follows injection of foreign serum is, of 
course, an allergic manifestation. 


The last question of the section lists 
a number of commonly used drugs 
which have been found to cause allergic 
symptoms. Among the symptoms en- 
countered are increased temperature, 
various types of skin eruptions, itching, 
edema, swelling of the lymph nodes and 
joints, leukopenia, granulocytopenia and 
purpura. 


Childhood Allergic History (Questions 
85 through 98) 


It is well known that untreated aller- 
gic patients often demonstrate a pro- 
gression of syndromes during their life- 
time. Thus, it is not unusual to discover 
that the patient who reports that his 
troubie began only recently, in reality 
had been having allergic symptoms of 
various types since childhood. Children 
with allergic (atopic, infantile) eczema 
usually develop some other syndrome, 
such as perennial allergic rhinitis, as 
they grow older. Again, many people 
with uncontrolled hay fever later de- 
velop asthma. 


In addition to its value as confirma- 
tory evidence of allergic etiology, this 
information is of value from another 
point of view. Very often the physician 
discovers complications of the allergic 
state when he is first consulted by the 
patient. Knowledge of the aliergic mani- 
festations of childhood will allow him 
to evaluate the complication more ade- 
quately and thus aid him in estimating 
the probable efficacy of therapy and the 
prognosis of the case. 
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Family History (Questions 99 
110) 

Infur:...tion obtained in the family 
history is of value in several ways. It 
is confirmatory ani aids in the establish- 
ment of a probable allergic etiology. 
When the clinical history is uncertain, 
a positive family history causes one to 
give more consideration to a possible a!- 
lergic cause, for the greater the indi- 
dence of allergic disease in one’s ante- 
cedents, the greater is the likelihood that 
one will develop an allergy. 


Nonpollen Inhalant History 


House Dust (Questions 111 
through 116) 


House dust is the most frequent cause 
of respiratory allergy; therefore, cer- 
tain characteristics of house-dust sensi- 
tivity are worthy of note. 


Because house dust is everywhere, 
symptoms may be present throughout 
the year, with exacerbations occurring 
because of the individual’s particular 
living conditions and activities. Gener- 
ally speaking, symptoms are worse at 
home—more particularly in the bed- 
room ; therefore, they seem worse when 
the patient is confined indoors, such as 
on rainy or cold days. Symptoms are 
also worse during the winter when the 
windows are kept closed and the humid- 
ity of the air in the house is decreased. 
Exacerbations usually occur as a result 
of massive exposure during such house 
cleaning activities as sweeping; making 
beds; fluffing pillows; turning mat- 
tresses; cleaning picture frames, wood- 
work, radiators, heaters, and closets; 
beating rugs; cleaning overstuffed fur- 
niture ; using old-style vacuum cleaners ; 
and moving or cleaning window shades, 
venetian blinds or draperies. Flare-ups 
are often noted when the first cold snap 
of fall arrives and the heat is turned on 
in central heating systems or floor fur- 
naces, when dusty books or magazines 
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are handled, and when visits are made 
to such dusty places as_ theaters, 
churches, libraries, grocery stores, 
schools and department stores. Symp- 
toms seem to improve when the patient 
is away from the house and during the 
summer when the windows in the house 
are left open and there is more outdoor 
living. 


Atmospheric Molds (Questions 117 
through 123) 


Next to house dust, we have found 
that mold spores are the most common 
cause of nonpollen respiratory allergy. 
Mold allergy may stimulate - n ai 
lergy, or the two m-" 


Patients with this type of olibidictiy 
usually have symptoms coincidental 
with elevations of the mold s--ore cuunt 
such as occur during or ‘ollowitiy per- 
iods o: ‘gh humidity. Since moids are 
plant saprophytes and live mostly on 
dead and injured vegetation, mold-sensi- 
tive individuals may report aggravation 
when they are around freshly cut grass. 
cereal grain, hay or weeds, when going 
to circuses, when entering barns or when 
being nearby at the time animals are be- 
ing fed. A particularly abundant growth 
of molds is frequently found in old, 
damp houses, basements, sheds or cel- 
lars. Quite frequently, especially in hu- 
mid climates, there is a luxuriant growth 
of mold on stored luggage, shoes, gloves, 
canvas, and bread or other exposed 
foods; thus, patients may recall that 
symptoms occur or are aggravated when 
they enter lockers or other storage areas 
or when they eat such foods as cheese, 
beer, mushrooms, aged meat, bakery 
products containing large amounts of 
yeast, cured hams, and certain citrus 
fruits. There is also a high mold content 
in old overstuffed furniture or mat- 
tresses. 


It should be noted that micrometeor- 
ology of the area in which the patient 
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works or lives should be taken into con- 
sideration. Thus, mold exposure may be 
greater among those who live in valleys, 
near Swamps or near grain fields. 


Even a patient’s hobby may be a 
source of contact. Gardeners, equestri- 
ans, hunters, livestock breeders and even 
fishermen are exposed to high concen- 
trations of mold spores. 


Feathers (Questions 124 through 128) 


Feathers are most commonly contact- 
ed via pillows, upholstery, mattresses, 
down comforts, articles of clothing, and 
pets. Chicken, auck goose, pigcon, par- 
“ct, swan, canary, turkey and sparrow 
icathers are the most frequent offenders. 


Feathers may become occupational al- 
lergens among the following workers: 
those engaged in mattress, pillow and 
furniture manufacturing or sales; farm- 
ers; artificial flower producers; seam- 
stresses; hat inakers; those working in 
pet shops; and those who raise, ship or 
market poultry. 


Paper (Questions 129 through 131) 


Paper sensitivity is not too uncommon 
in our experience. Small particles of pa- 
per become detached from the rough- 
ened edges of newspapers and_ books. 
Another source is the commonly used 
cleansing tissue, such as Kleenex ; when 
these tissues are carried around in one’s 
pocket or purse, small particles are apt 
to become detached and act as inhalant 
allergens. 


Persons who work as shipping clerks 


or wrappers in stores may develop symp- 
toms from the inhalation of paper. 


Smoke (Questions 132 through 134) 
As was mentioned previously, aller- 
gic mucous membranes are hypersensi- 
tive to sensory as well as allergenic 
stimulation. Therefore, tobacco smoke 
may act as a simple irritant, and most 
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allergic patients will report that they are 
adversely affected by tobacco smoke. On 
the other hand, the response of the nasal 
mucosa may be a truly allergic one. 


Orris Root (Questions 135 
through 137) 


Orris root is a fine powder, derived 
from the iris. It has a tendency to bind 
odors. It, therefore, has been used as a 
base for powders, perfumes and other 
cosmetics. Publicity given to the fact 
that it may be a potent allergen has 
caused most cosmetic manufacturers to 
abandon its use, although it is still used 
in the cheaper cosmetics. 


Possible sources of orris-root contact 
are face powder; talcum, dusting and 
tooth powders; shampoos; scented 
soaps ; perfumes ; rouges ; lipsticks ; cos- 
metic and shaving creams; lotions and 
sachets. 


Exposure is frequent in places where 
people gather, such as parties, theaters, 
and churches, and in beauty parlors and 
barber shops. 


Insecticides (Questions 138 
through 140) 


Insect powders, sprays and repellents 
may act either as primary irritants or as 
allergens. The most common offenders 
in these products are pyrethrum, derris 
root, lethane and paradichlorobenzene. 


Cottonseed-Flaxseed (Questions 141 
through 142) 


Cottonseed may be an inhalant aller- 
gen either in the form of the cotton lint- 
ers, which contain fragments of the 
seed, or in the form of cottonseed meal 
products. Cotton linters are contained in 
cotton wadding or batting used to make 
mattresses, pillows, pads, cushions and 
comforts. Cottonseed meal products in- 
clude fertilizer, food for cows, horses 
and other animals, and such foods for 
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humans as flour, gin, cooking oil and 
oleomargarine. Cottonseed meal is also 
used in certain cosmetics. 


Flaxseed as an inhalant is not a very 
common cause of respiratory symptoms. 
The main sources are cattle and poul- 
try feeds, such products used in beauty 
and barber shops as wave-sets, sham- 
poos, and tonics, and finally, some paints 
and varnishes. 


Animal Hairs and Danders 
( Questions 143 through 144) 


These substances may be contacted 
either in the living animal or in mate- 
rials made from hair or hides. 


Food History (Questions 145 
through 151) 


Two types of reactions to food aller- 
gens are recognized.* The first is the 
so-called fixed or permanent type; a 
food causing this type of allergic reac- 
tion will precipitate definite and often 
severe symptoms whenever it is eaten. 
This type is relatively easy to diagnose 
by history, and the patient will usually 
quickly volunteer the information de- 
sired, often without solicitation. The 
second type is the cyclic form; a food 
causing this type of allergy will become 
a more potent allergen the more it is 
used, the individual tending to develop 
tolerance when it is omitted from the 
diet for a period of time. Diagnosis of 
this type of sensitization is often diffi- 
cult. 

With the above facts in mind, one 
should determine whether or not the pa- 
tient suspects that certain foods cause 
or aggravate his condition. If he does 
suspect a certain food, inquiry should 
be made as to whether biologically re- 
lated foods also cause symptoms. 


Food dislikes and disagreement are 
sometimes indicative of a food allergy. 
However, it should be remembered that 
these may be due to fads, eating habits, 
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faulty training in childhood, whim, or 
certain psychic influences. Organic gas- 
trointestinal disease may also be at fault 
in these cases. 

Overeating, or the ingestion of large 
amounts of a given food day after day 
or at frequent intervals, tends towards 
producing sensitization. This may result 
from a particular fondness for one type 
of food, the seasonal availability of the 
food, dietary habits, or economic or so- 
cial status (elderly people who live alone 
are particularly noted for the monotony 
of their diets). At times, people who are 
on one type of diet or other may become 
sensitive to a food contained therein be- 
cause of the limitation in variety and the 
repeated ingestion of the particular food. 


The most frequent offenders among 
foods are wheat, eggs, milk, corn, po- 
tatoes, oranges, peas, beef, tomatoes, 
coffee, lettuce and pork. It is wise for 
the physician to inquire about the foods 
individually to see whether there is fre- 
quent ingestion, whether they produce 
symptoms, or whether the patient avoids 
them for any special reason. 


Physical History (Questions 152 
through 166) 


Physical agents may affect the aller- 
gic individual in two ways: (1) they 
may aggravate or ameliorate the symp- 
toms of ordinary pollen, inhalant, food, 
bacterial or contact allergies (in this 
manner they may be said to be acting 
as “triggers’’), or (2) they may produce 
symptoms in the absence of the above 
sensitivities, and these symptoms can be 
relieved by an application which is the 
reverse of the one which caused the re- 
action. 


The factors in the first category are, 
in reality, contributing factors which are 
incapable of producing an allergic attack 
themselves, but they adversely affect 
capillary function in the same direction 
as does the allergic reaction. Thus there 
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is an increase in the allergic load and 
a production of symptoms. The proof 
of the last statement is frequently dem- 
onstrated clinically when patients report 
that such factors as weather change will 
precipitate asthma at times but not at 
others. 


Those factors in the second category 
(light, heat, cold, mechanical irritants) 
are exciting factors and resemble, if they 
are not identical to, true allergens. In 
some instances this can be proved by 
passive transfer. 


Focal Infection History 
(Questions 167 through 180) 


There is a great deal of controversy 
among allergists as to whether or not 
bacterial sensitivity exists. For reasons 
previously presented, we believe that it 
does ; therefore we feel that a search for 
focal infection is indicated. 


The patient is questioned concerning 
possible foci in various locations. The 
most important foci in respiratory al- 
lergy are those found in the paranasal 
sinuses, in the tonsils and adenoids, and 
in bronchiectatic dilatations in the lungs. 
It is not sufficient to eliminate these foci 
mechanically; autogenous vaccines 
should be made for a program of hypo- 
sensitization. 


Environmental Survey 
(Questions 181 through 219) 


Old homes are more likely to have 
great amounts of house dust; new ones 
often do not dry out for several years, 
so the growth of mold may be favored 
and humidity control may be a problem. 
Nearby factories or railroads may be 
the source of noxious smokes. If a barn 
is in the vicinity of the patient’s home, 
one should consider the possibility that 
certain animal danders are among the 
offending agents. Feathers should be 
suspected if poultry is kept on the prem- 
ises. Swampy areas are potent sources 
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of mold spores. Pollen from nearby lots 
overgrown with weeds or trees may be 
important allergens. Fumes from open 
gas heaters and smoke from open fire- 
places may be irritating to the allergic 
nasal mucosa. The circulation of dust 
should be kept in mind when heating is 
achieved with hard-to-clean radiators, 
central systems with ducts, and floor gas 
furnaces. 


As mentioned previously, window 
fans and attic fans are often injurious 
to allergic individuals because they pull 
large amounts of pollen into the house; 
window (and to a lesser extent, central) 
air-conditioning may aggravate an aller- 
gy which is triggered by chilling. 

Accumulations of books and maga- 
zines, pictures on the wall, overstuffed 
furniture, rugs, rug padding, draperies, 
stuffed birds and animals, and trophies 
are all possible sources of dust in the 
home. 


Pets in the house or the yard may be 
the source of allergenic animal danders. 
Pillows and down comforts may be the 
source of feathers. Kapok is often found 


in small throw pillows. Books, furniture’ 


and wallpaper are sources of glue. 
Paints, linoleum and oilcloth contain cot- 
tonseed and linseed oil. Insecticides and 
mothproofing materials contain many ir- 
ritating substances, the most important 
one being pyrethrum. 


Previous Treatment History 
(Questions 220 through 224) 


A history of previous therapy may be 
helpful for a number of reasons. Good 
response to antiallergic therapy tends to 
confirm the allergic etiology of the com- 
plaints ; good response to some antialler- 
gic medications and poor response to 
others will allow the physician to elimi- 
nate the ineffective ones from his pro- 
gram immediately with a resultant large 
saving of time and money. Only scratch 
tests may have been done in previous 
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investigations; it is well known that 
many allergens undiscovered in scratch 
testing will give positive intradermal 
tests. Severe reactions during testing 
and treatment may be avoided at times. 
Previous surgery may have adversely 
affected upper respiratory physiology to 
such an extent that the improvement, 
even with the most skillful therapy, will 
be disappointing. In some cases, the pa- 
tient may still be taking previously pre- 
scribed medication which would inter- 
fere with various diagnostic measures. 
Finally, one is able to determine whether 
or not previous diagnostic and thera- 
peutic measures were adequate not only 
in regard to type but also as to duration. 


General Medical History 
(Questions 225 through 308) 


The importance of obtaining a general 
medical history during every allergic in- 
vestigation cannot be overemphasized. 
Allergic management has so many in- 
herent pitfalls for the unwary physician 
that he should not ignore the field of 
differential diagnosis. The patient may 
be suffering with a condition of much 
more serious import than the one for 
which the allergist is consulted: bronch- 
ogenic carcinoma may cause wheezing 
and dyspnea even in the allergic patient ; 
some systemic disease may have to be 
cared for before proper allergic control 
can be attained; anemia, malnutrition, 
hypothyroidism and other endocrine 
dysfunctions are but a few of the con- 
ditions frequently encountered. Then, 
also, the presence of an associated sys- 
temic condition may make the use of cer- 
tain antiallergic drugs hazardous: the 
use of epinephrine or ephedrine in hy- 
pertension, and the use of cortisone in 
persons with a past history of tubercu- 
losis are cases in point. A wealth of in- 
formation useful in the diagnosis and 
management of the allergic patient may 
be obtained from the medical history. 
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Social History (Questions 309 
through 316) 


The social history often gives the 
physician some insight as to the type of 
individual with whom he is dealing. In- 
dividuals with irregular sleeping and 
eating habits, and sedentary individuals 
may be harder to bring under allergic 
control than otherwise. Excessive smok- 
ing, coffee drinking and indulgence in 
alcoholic beverages may also interfere 
with allergic management. 


Psychiatric History (Questions 317 
through 367 ) 


It is well known that feelings, emo- 
tions and moods are expressed in bodily 
change via the autonomic and somatic 
nervous systems and the glands of inter- 
nal secretion. If normal, they can be of 
great service to the individual; if ex- 
cessive or perverted, they become use- 
less and generate harmful bodily re- 
sponse. 


It should be emphasized that the an- 
swers to these questions may suggest 
the presence of a psychological disturb- 
ance, but it does not necessarily follow 
that this disturbance is the entire cause 
of the allergic symptoms. When both 
allergic symptoms and psychological dis- 
turbances occur in the same individual, 
the theoretical possibilities are as fol- 
lows: (1) the allergy may cause the 
nervous symptoms, (2) the psychic dis- 
turbance may be the only cause of the 
allergy, and (3) one condition may ag- 
gravate the other. The latter is the most 
frequent occurrence. 


TECHNIQUE OF USING THE 
SUMMARY SHEET OR CARD 


When the Allergy History Question- 
naire has been returned by the patient, 
the physician should transfer the essen- 
tial information obtained therefrom to 
the Summary Sheet or Card by circling 
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the indicated headings or numbers on 
the latter. This form is then incorporat- 
ed into the patient’s chart with a great 
conservation of space. In addition, the 
physician is thereby enabled to quick- 
ly review the history whenever the pa- 
tient returns to the office. 


After the history portion of the Sum- 
mary Sheet or Card has been completed, 
it is recommended that a Provisional 
Program be planned. This is most im- 
portant because it ensures a complete 
work-up for the patient and lessens the 
likelihood that certain desirable studies 
would be overlooked. In this connection, 
it should always be remembered that the 
results of treatment are directly propor- 
tional to the thoroughness of the diag- 
nostic investigation. 


As we mentioned previously, the 
physician himself should review every 
Allergy History Questionnaire and plan 
a Provisional Program; it is not fair to 
the patient to delegate this task to an 
office nurse or secretary, for these indi- 
viduals, no matter how efficient, do not 
have sufficient medical background to 
know what areas of the history need 
more investigation, what confirmatory 
or diagnostic studies should be done or 
what consultations are necessary. In our 
hands, less than five minutes are re- 
quired to study the Allergy History 
Questionnaire, check the questions which 
need further investigation, transfer the 
pertinent information to the Summary 
Sheet, and plan a Provisional Program. 
If the physician does not want to de- 
vote this minimum of time to his pa- 
tient, it is unlikely that he should be 
practicing allergy. 
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ALLERGY HISTORY QUESTIONNAIRE SUMMARY SHEET 


NAME 
OCCUPATION 


ADDRESS 


AGE 


Widowed 


HISTORY: 


Season: Spring, Summer, Autumn, Winter 


Symptoms: Nose, Throat, Ears, Eyes, 
Chest, G-I, Skin, Miscellaneous, 
Bacterial, Headaches, Tiredness 


Childhood History: Positive Negative 


Family History: Positive Negative 


Non-Pollen Inhalant History: 


Mold 

Paper 

Orris Root 
Cottonseed- Flax. 


House Dust 
Feathers 

Smoke 
Insecticides 
Animal Danders 


Food History: Positive Negative 


Physical History: Positive Negative 


Focal Infection: Positive Negative 


General Medical Survey: 


Eyes 
Nose 
Mouth 
Throat 
Ears 


. Kidneys 

. Blood 

. Diabetes 

. Injury 

. Nervousness 


Single, Married, Separated, Divorced, 


PROVISIONAL DIAGNOSIS: 


1. 
2. 
3. 
4. 


Seasonal Hay Fever 
Seasonal Rhinitis 
Bronchial Asthma 


PROVISIONAL PROGRAM: 


Nasal Smear 
Inhalant tests (1/100 T, 
Food tests 
Autogenous vaccine 
X-ray sinuses 
X-ray chest 

& 
Urinalysis 

Kahn 

B. M. R. 

Blood cholesterol 
Blood sugar 
Glucose tolerance 
Blood calcium 
Blood pressure 
Nasopharyngoscopy 
Indirect laryngoscopy 
Audiometry 

Caloric test 

Eye consultation 
Dental consultation 
Medical consultation 


fas 
. Serious operation 


Thyroid 
Chest 


Neurological consultation 
Psychiatric consultation 
Heart . Endocrine Gynecological consultation 
G. B. & Liver . Prostate . Urological consultation 
G-l . Diet Survey 
Bronchogram 
Bronchoscopy 

Surgery 

Sinus wash 

Diet survey 

Dust-free instructions 
Eliminate smoking 
Eliminate alcohol 
Eliminate coffee 
Eliminate pets 

Other 


3. 
4. 
6. 
7. 
8. 
9. 
0. 


Social History: 


Alcohol 
Nutrition 


Smoking 
Coffee 


Psychiatric History: 


Inadequacy 
Sensitivity 
Depression 


Anger 
Anxiety 
Tension 


la. : The diagnosis and treatment of up- 
per respiratory symptoms produced by in- 
creased viscosity of mucus and dryness of 
the mucous membranes, Laryngoscope, 66: 
85-92 (Jan.) 1956. 
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Date History Number. 
Print Print Print 
Your Your Your 
Name Address Age 
Circle whether you are: single married separated divorced widowed 
What is your occupation? For how long? 
Circle the Highest Year You Reached in School: 
Elementary: 123 45 6 7 8 
High School: 1 2 3 4 
College: 1 2 3 4 
What is your main complaint? 
How long have you been suffering with this? 
DIRECTIONS: 
If you can answer YES to the question asked, put a circle around the &) 
If you have to answer NO to the question, put a circle around the (2) 
Answer every question you can. 
If the patient is a child, the parent should answer as best he can for the child. 
SEASONAL INCIDENCE a whole season? Yes No 
Do you have trouble, or is your the whole year long? _ Yes No 
condition worse 
12. Do the attacks occur regularly 
1. In the spring? : Yes No at a particular time of the 
2. In the summer? AT day or night? Yes No 
13. Do you have any idea what 
3. In the Yes No brings on the attacks? Yes No 
4. In the winter? No 14. Have you found anything which 
will relieve the attacks? ....... Yes No 
HISTORY OF ONSET OF CONDITION 15. Are the attacks serious enough to 
5. Did your trouble begin gradually? Yes No interrupt your daily routine ¥ - 
6. Did your trouble begin suddenly? Yes No or to make you lose sleep? .... ” ’ 
7. Do you have any idea of what 
caused the trouble to begin?...... Yes No GENERAL ALLERGIC SYMPTOMATOLOGY 
A. NOSE SYMPTOMS 
DISCUSSION OF ATTACKS 16. Does the inside of your nose 
8. Do the attacks begin gradually?... Yes No often itch? - Yes No 
: > 17. Do you have attacks of sneezing, 
9. Do the attacks begin suddenly?.... Yes No particularily on arieing in the 
10. Do you have attacks more than morning? . Yes No 
Once a day! - wee No 18. Does your nose block often? _ Yes No 
‘ o you have headaches when 
Once a month? . Yes No your nese blocks? 
Once a year? Yes No 
11. Do the attacks usually 
just a few minutes? =e 7 from your nose often? . Yes~ No 
> 21. Are you bothered with mucus 
several hours? Yes No dripping from the back of 
several days? . Yes No your nose into your throat? Yes No 
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Have you ever had aS 
removed from your nose? .... 


“sinus trouble” 


Do you 
Is your sense of smell normal? 
Do you seem to get frequent colds? 


on for a long time? 


Do you often have sore throat in 
the morning which passes off 


during the day?............................ 


Do people tell you that you snore 
or sleep with your mouth open? 


Do you have to clear mucus from 
your throat in the 
upon awakening? .... 


Do you have to clear ; poe throat 


frequently? 


Do you get hoarseness or ities 
of the voice at times even 
though you have no cold? 


Do you get ulcers in your mouth? . 


Does Bsc tongue feel swollen, 
sore, or appear 
reddened at times? 


Do your lips swell at times? ......... 


Are you bothered with anes: ail 
the ear canals? 


Do you have een attacks of 


ear pain? 


Do you sometimes feel as ey 
there is a drop of water in 
your ear? 


Are you bothered with 


hearing loss in either ear 
which later clears up?. 


Do you have attacks of dizziness? 


Do you have noises in the ears 
from time to time? 


Do you have chronic pene 
from either of your ears? 


THE EYES 


Are you bothered wh 


the eyes? 


AMER. 


ACAD. . 


Do your eyes water often? 

Do become irritated at 

Do you often suffer with “blood- 
shot” eyes? 


Does the skin of t_ your eyelids 
become redde and swollen? 


Do the margin of your eyelids 
become reddened and swollen? 


"Do you get eczema about your 
eyes? 


eyes sometimes have a 
secretion which 

e lids to stick to- 

in the 


THE CHEST 


Do you cough frequently? 


Do you have asthma? 
Do you have frequent attacks of 
bronchitis? 


GASTROINTESTINAL SYSTEM 
Do belch after 


Do you often have indigestion 


Yes 


following meals? ...................... Yes 


Is there any food which you feel 
disagrees with you each time 
you eat it?. 


Do you experience periods when 


your appetite is poor? 


Do you often have attacks of 
diarrhea? . 


Do you ever pass mucus in your 


as far as you know?...... 


Do you suffer with constipation? 


Do you suffer with cramping pains 
in your lower abdomen?. 


Have you ever been told te have 
chronic appendicitis? 


Have you ever been told you have 


mucous colitis or colic?............. 


Have you ever been told you have 
gallbladder disease? 


Have you ever had acute pain in 
the abdomen associa 
hives and itching skin? 


THE SKIN 


Do you suffer with eczema or any 
other chronic skin eruption?.. 


Yes 


Yes 


. Yes 


Do you sometimes suffer with hives? Yes 


7 FF FFF F 
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22. If you are bothered with a pest 46. aa WOO ; 
nasal discharge, is it foul- 47 j 
28. 48. 
24. 49. 
Yes No Yes 
25. Yes No | 
26. . Yes No Yes 
27. Yes No 61. 
28. Yes 
B. THE THROAT 53. 
29. Do you frequently have itching of 
the palate or back part of the ... Yes No ; 
: Yes No | No 
$1. 55. Yes No 
y.. x. | 
Yes No 
33. 
57. | 
58. 
Yes No No : 
3. Yes No 59. 
.. Yes No | 60. 
C. THE EARS ... Yes No 
38 62. 
39. Yes No 
40. No 
65. 
“Yes No «x. 
|. 
No 
. Yes No 
67. 
43. 68. 
44. e .. Yes No 
D 69. 
45. No : 
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71. Are you bothered with —* of 


the skin? 


apparent reason? 
73. Does contact of your skin with 


certain substances cause a rash 


or “breaking out’? 


eruption 


75. Have you ever had a rash from 
any drug you took by mouth, 


applied to your skin, or was 


given you by needle? 
76. Does your skin blister easily? 
77. Do you perspire a lot? 


H. MISCELLANEOUS SYMPTOMS 
78. Do you have frequent headaches? 


79. Are there times when all you want 
to do is sleep, when thinking 


correctly and concentrating is 


difficult? 
80. Do you have convulsions? 


81. Do you seem to be tired more ere 
than most people? | 


82. Do you suffer with “rheumatism” 
of the joints or muscles? 


83. Did you ever get chills, fever, en- 
larged glands or joints, or a 
skin rash after the injection of 


etc 


84. As far as you know, are you sensi- 
tive to any of the following 
drugs: aspirin, anacin, B-C, 
Stanback, sulfa drugs, penicil- 
lin, Aureomycin, Terramycin, 


quinine, idodine, nose drops, 
laxatives, sedatives, codeine, 
morphine, Demerol, or any 
other drug? | 4 


CHILDHOOD ALLERGIC HISTORY 
(for adults only) 


As far as you know, when you were a child: 


85. Did you have eczema or any other 
chronic skin trouble? 


86. Did you have colic? | 
87. Were you a feeding problem?.. 
88. Were you often sick? | 
89. Did you gain weight normally? 
90. Did you have frequent colds? . 


91. Did you have frequent attacks of 


sore throat? 
Did you have sinus trouble? 


serum for lockjaw, diphtheria, 


. Yes 


72. Do you sometimes get itjeltons of . 
certain parts of the skin for no 


. Yes 
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No 


No 


No 


No 


No 
No 
No 


No 


No 
No 


No 


No 


No 


No 


No 
No 
No 
No 
No 
No 


No 
No 
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93. Did you have frequent ear 
94. Did you have asthma? . . Yes No 
95. Did you have bronchitis? . Yes No 
96. Did you have croup? . Yes No 
97. Did you have persistent coughs? Yes No 
98. Did you have hay fever?................ Yes No 
98-a Did you have frequent attacks of 
“stomach-ache,” diarrhea, or 


aes Yes No 


FAMILY HISTORY 


Have any members of rang family had any of the 
following diseases? includes your mother, 
father, grandparents, aunts, uncles, brothers, sisters, 
and children (if any). 


101. Nasal allergy? (frequent attacks 
of sneezing, running nose, 
blockage of the nose, 
103. Eczema? .. Yes No 
104. Chronic skin icin: Yes No 
‘105. Frequent headaches? ... ._ Yes No 
106. Migraine? | .. Yes No 
107. Chronic eieentinin .. Yes No 
108. Colitis? broke ... Yes No 
109. Low blood Yes No 


NON-POLLEN INHALANT HISTORY 
(HOUSE DUST) 


Do you notice that your trouble begins or is 
aggravated 


111. When the house is acing cleaned 

or swept? .... Yes No 
112. When rugs are being ettinnt Yes No 
113. When the bed is being made or 

the mattress is being turned?. Yes No 
114. During spring house cleaning? Yes No 
115. When the first cold snap of 

autumn comes? ....................... Yes No 
116. In such dusty places as: 

theatres, churches, fibrare stores, 

department 

room? . Yes 


(ATMOSPHERIC MOLD) 
Do you notice that your trouble begins or is 
aggravated 


117. During of dam 


| 
Yes 
... Yes 
| m= 
Yes 
— 
Yes 
... Yes 
Yes 
92. 
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118. When you are around where grass 


119. When you are near hay or straw 
(as at the circus, in a barn, 


120. When you go into an old dam 

ouse, a damp Rn sh 


121. When you enter a closet in which 
are stored old shoes, unused lug- 
gage, Bloves, or other leather 
goods? 


122. If you eat cheese, niehiesaiuii canta- 
loupe, or drink beer?.................. Yes No 
123. When you sit on old, ssi 
(FEATHERS) 
Do you notice that your trouble begins or is 
aggravated 
124. When lying on a feather pillow?... Yes No 
125. When fluffing pillows.................... Yes No 
126. If you use a down comfort?............ Yes No 


127. If you are near chickens, ducks, 
geese, pigeons, parrots, 
canaries, or other birds? Yes No 


128. If you are around anyone who 
works around pouriey or other 


fowl? .... Yes No 
(PAPER) 
Do you notice that your trouble begins or is 
aggravated 
129. When you use Kleenex or a similar 
130. When you first ee a folded news- 
paper? No 
131. When you are a cut 
paper? Yes No 
(SMOKE) 
Do you notice that your trouble begins or is 
aggravated 
132. When you smoke ?............................ Yes No 
133. When you are around those who are 
134. When in night clubs or other smoky 


(ORRIS ROOT) 


Do you notice that your trouble begins or is 
aggravated 


135. When using face, talcum, body, 
bath, or tooth powder? .......... 


136. In beauty parlors or barber shops? 


Yes No 
Yes No 
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137. When you are around peo who 
use a lot of powder or eS Yes No 


(PYRETHRUM-DERRIS ROOT-LETHANE- 
PARADICHLOROBENZENE) 


Do you notice that your trouble begins or is 
aggravated 
138. When you are exposed to household 
insect powder or sprays?....... Yes No 


139. When you are exposed to powders, 
sprays, or crystals used for moth- 
proofing purposes? ............... . Yes No 


140. When you are exposed to dusting 
powders or sprays used in the 
garden or on crops? 


(COTTONSEED-FLAXSEED) 
Do you notice that your trouble begins or is 
aggravated 
141. When you handle, or are around, 
animal or poultry feeds? Yes No 


142. When you use certain hair wave- 


sets, shampoos, or tonics? Yes No 


(ANIMAL HAIRS AND DANDERS) 


Do you notice that your trouble begins or is 
aggravated 


143. When you are around any of the 
following animals: dogs, cats, 
horses, goats, rabbits, cows, hogs, 
or sheep? Yes No 


144. When you handle or come into con- 
tact with any of the following: 
furs, rugs, certain articles of 
clothing, dress goods, blankets, 
gloves, hats, toy animals, or 
brushes? Yes No 


FOOD HISTORY 


145. Do you suspect any food of causing 
or aggravating your condition? Yes No 


146. Are there any foods which you dis- 
like? ; Yes No 
147. Are there any foods which you over- 


indulge in or eat frequently be- 
cause you like them so much? Yes No 


148. Is there any seasonal food (for ex- 
ample, strawberries) which you 


overindulge in? Yes No 
149. Are there any foods which you find 

difficult to digest Yes No 
150. Do any foods you eat cause nausea, 

vomiting, diarrhea, heartburn, 


belching, gas on the stomach, 
cramps, skin head- 


151. Are you on of at 
present? | . Yes No 


— 
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PHYSICAL HISTORY 


Does your trouble at times seem to be- 
gin or become aggravated 


152. By changes in the weather?........... Yes 
153. By damp, humid weather?........... Yes 
154. By being exposed to draughts?...... Yes 
155. When you get your feet wet?....... Yes 
156. When you become chilled?....... . Yes 
158. By fatigue? Yes 
159. By loss of sleep? Yes 
160. By excitement? | . Yes 
161. By emotional upheaval?.............. Yes 
162. By hot or cold baths? . Yes 
163. By becoming overheated? Yes 
164. By prolonged periods of physical 

or mental work, prolonged strain 

(as when there is someone sick 

in the family)? Yes 

165. As a result of “nervousness”? Yes 

166. Air conditioning? Yes 

FOCAL INFECTION HISTORY 

167. Are you conscious of a foul odor 
in your nose? Yes 

168. Do you have a dripping from the 
back of your nose into your 
throat which has a “sickening 
sweet” taste or is annie or green 
like pus? Yes 

169. Do you have any bad teeth in your 
mouth? Yes 

170. Do your gums bleed? Yes 

171. Do you have bad tonsils? Yes 

172. Do your ears drain? Yes 

173. Have you been told that you have 
gall bladder trouble?... . Yes 

174. Do you have increased miaeitsicnd of 
urination? 

175. Does urinating cause a desaneane sen- 
sation? Yes 

176. As far as you do nave 
pus in your urine? | Yes 

177. Are you bothered with a ane 
dicharge? 

(For Women Only) 

178. Have you been told you have a 
laceration or erosion of your 
womb or that you need to be 
cauterized? Yes 

(For Men Only) 
179. Have you ever been told that you 


have infection in your prostate 
gland? Yes 


No 
No 
No 
No 
No 
No 
No 
No 
No 
No 
No 
No 


No 
No 
No 


No 


No 


No 
No 
No 
No 


No 
No 
No 
No 


No 


No 


No 
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180. As far as you know, do you have in- 
fection in any part of your body 
t we have not inquired 
ENVIRONMENTAL SURVEY 
(HOME SURVEY) 
181. Is your house old?........................ Yes No 
182. Is your house new?...............0.......... Yes No 
183. Is your house damp?........................ Yes No 
184. Is your house dry?..............0.0......... Yes No 
185. Do things mildew easily around the 
186. Near your house, is there 
a factory? . Yes No 
a lake? Yes No 
a barn? Yes No 
a poultry yard? Yes No 
a swampy area? . Yes No 
lots of weeds? . Yes No 
lots of trees? . Yes No 
anything you suspect as s being 4 
possible cause of your symp- 
Yes No 
187. Is your house heated iy 
open gas heaters? . Yes No 
radiators? . Yes No 
floor gas furnaces?...__.............. Yes No 
open fire places? .................... Yes No 
heating with 
ducts _ Yes No 
188. Is your cooled an ‘attic 
fan? . Yes No 
window Yes No 
central air-conditioning? . Yes No 
window fans? .. Yes No 
189. Do you have plants in the ‘hones or . 
in window planter boxes? _ Yes No 
190. Do you have pets in the house or in 
the yard? No 
191. Is the house cleaned with 
broom and mop?. _ Yes No 
vacuum sweeper? . Yes No 
192. Do you use insect sprays or nowden 
or moth repellants in the house? Yes No 
193. Do you keep any books or magazines 
that gather dust in the house?...§ Yes No 
194. Do you have pictures on the wall? Yes No 
195. Do you have overstuffed furniture? Yes No 
196. Do you use cotton mattresses?. Yes No 
197. Do you use feather pillows? . Yes No 
198. Do you use down comforts on the 
bed? _ Yes No 
199. Do you have rugs on the floor?. _ Yes No 
200. Do you use eer under your 


rugs? 


201. Do you pave ‘aunperes on the win- 
dows? Y 
202. Do you have any stuffed birds or 
like trophies in the house? Yes 
203. Do you have throw pillows around 
the house? . Yes 
204. Are there any fumes or smells con- 
tinuously or present 
about the house? | . Yes 
205. Is there any place in the house 
where you have 
Yes 
206. Are the walls of your house asvecet 
with wall paper?.................... ..... 
207. Is any type business enterprise car- 
ried out in your home?........ 
208. Are you engaged in any hobby in 
(WORK OR SCHOOL SURVEY) 
209. Do symptoms at or 
210. Is the place where you werk 
cooled wth window or attic fans? Yes 
air-conditioned? ......................... Yes 
centrally heated? Yes 
211. As far as you know, do you inhale 
anything at work which might 
cause or symp- 
Yes 
212. Are there fumes, gases, susie: or 
odors where you work? Yes 
213. Do you come into contact with ani- 
mals or use animal hairs at work? Yes 
214. Do you come into contact with grain 
dusts, animal feeds, paints, varn- 
ishes, saw on, or powders at 
215. Are insecticides at work? Yes 
216. Do perspire profusely 
(ACTIVITIES) 
217. Do you take Loess in any outdoor 
sports? Yes 
218. Do you have. any outdoor hobbies? Yes 
219. Are you better when you are away 


from home on a trip, such as at 
vacation time? . Yes 


PREVIOUS TREATMENT HISTORY 


221. 


Have you ever received treatment 
for your condition before? 

Have you ever had any operations 
for your condition? . . Yes 

Have any of the treatments or areas 
given re- 


No 


No 
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223. 
224. 
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Have you been treated or tested for 
allergy before? ... Ye 


At the present time, are you taking 


medicine for your condition? Ves 


GENERAL MEDICAL HISTORY 


225. 
226. 


251. 


Do you often have paininthe face? Yes 


Do you often experience flushing of 
the face with a sensation of 


warmth? . Yes 
Do you need shennes to read or see 
things at a distance? _. Yes 
Do you often suffer with pains in 
the eyes? ........... Yes 
Have you ever had an operation on 
your eyes? .... Yes 
Did a doctor ever say you howe 


ieatiie with your eyes? Yes 


Do you experience a sense of burn- 
ing or dryness in the nose; that 
is a sense of stuffiness rather 
than actual blockage? Yes 
Do you often have pein inside your 
nose? | 
Are you bothered wth a bad eter in 
your nose? 


Do you name dried 
crusts or scabs from your nose? 


Have vee ever had severe nose 


Yes 


blee Yes 
Have you ever fallen or been hit 

hard on your nose? Yes 
As far as you know, was your nose 

ever broken? Yes 


Have you ever been told that you 
have a crooked bone in your 
nose? Yes 

Have you ever had an operation on 
nose or sinuses? 

Are you bothered wth soreness or 
burning in your mouth? 

Do you have bad breath at times? 

Are you often bothered with a sen- 
sation of dryness in your mouth? Yes 


Yes 


Do you have false teeth? Yes 
Is your tongue often sore? Yes 
Is your tongue often coated? Yes 


Do you often find yourself grinding 
your teeth, or do people tell you 
that you grind your teeth when 


you are sleeping? Yes 
Are you able to open your mouth 
wide? . Yes 


Do you hone a clicking sound when 
you open your mouth wide? 


Do you often have pain around your 


Yes 


ears when you chew? Yes 
Do the glands in your neck swell 
when you get sore throat? Yes 


Have your tonsils been removed? Yes 


No 


No 


No 
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No 
No 
No 
227. 
No No 
228. 
No No 
No No 
230. 
No No 
231. | 
No No 
No | 232: 
No | 233. 
No No 
. No | 234. 
No No 
No | 235. 
No 
236. 
No | 937, 
No | og. 
No No 
239. 
No 
240. 
No 
| 241. No 
242. 
No No 
243. No | 
244. No 
No | 945. No 
| No | 246. 
247. 
No 
| 220. 248. 
222. 
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252. Do you often feel a lump, pranetae, 
or tightness in your throat? Yes 
268. Do you have difficulty hearing? Yes 
264. Is your hearing worse vite nts are: 
ea 
255. Do people iesaneuiie 2 say you speak 
256. Do peage frequently ask you to re- ¥ 
257. when people speak to you, can you 
hear them but have trouble mak- 
ing out what they are saying? .. Yes 
258. Have you ever had an abscess in 
259. Have you ever had a fungus infec- 
tion or sand boil in your ears?... Yes 
260. Do you get a sense of felines in 
261. Do you have dandruff?................... Yes 
262. Do you have any swelling in the 
263. Did a doctor ever tell you that you 
264. Did a doctor ever give you thyroid 
extract to Y 
265. Dd you ever have a basal metabol- 
ism (breathing) test?................. Yes 
266. Have you up a large 
amount of Yes 
267. Do you have any chronic chest 
trouble (except asthma) ? Yes 
268. Did you ever have T.B. faa 
Yes 
269. Do you live with anyone who has 
ever had or now has T.B.?........ Yes 
270. Did you ever have a samt or ang 
operation? ........... 
271. Did a doctor ever say you ‘ioe 
heart trouble? . Yes 
272. Do you have high blood geese? Yes 
273. Do you have low blood pressure 
as far as you know?.......... . Yes 
274. Do your hands or feet ever onl 
275. Do you get short of beceth easily? . Yes 
276. Does your heart ever beat very fast 
or so hard it seems to shake your 
277. Do your hands or feet often feel 
cold even in hot weather?....... Yes 
278. Do you frequently have cramps in 
279. Is your appetite poor?.... 
280. Have you lost weight lately?......... Yes 
281. Do you gain weight easily?........... Yes 
282. Have you ever nee theosane in the 


stomach? .... Yes 


Did a doctor ever say you had gall- 
bladder or liver trouble? 


No 
No 


No 
No 
No 


No 
No 
No 


No 
No 


No 
No 
No 
No 
No 
No 
No 
No 
No 


No 
No 


No 
No 
No 
No 
No 


No 
No 
No 
No 


No 
No 


ALLERGY HISTORY QUESTIONNAIRE 


284. Did you ever pass blood in your 
bowel movements? ................. Yes 
285. Did a doctor ever say you had kid- 
286. Do you have rheumatism? ... Yes 
287. Did you ever have rheumatic fever? Yes 
288. Are you troubled with your feet? Yes 
289. Do you seem to get tired faster than 
the average Yes 
290. Are you sick often?....................... . Yes 
291. Did a doctor ever say you were 
292. Do you have sugar diabetes?.......... Yes 
293. Have you ever been seriously in- 
294. Do you consider yourself a nervous 
295. Have you ever aeons treated for your 
nerves? 
296. Have you ever had nervous » breal- 
297. Did Ling ever have a fit or convul- ~ 
ps 
298. Have you ever been treated for bad 
blood (venereal disease)? Yes 
299. he ever had a serious 
es 
300. you unter any other 
care at the umn time?..... . Yes 
(For Women Only) 
301. Are your menstrual periods 
302. Are your periods regular? . 
303. Have you had any facile. opera- 
304. changing life at the 
305. Have you finished changing life? . Yes 
306. Are you taking hormone shots at 
the present time? ................ Yes 
307. Are at the present y 
(For Men Only) 
308. Do you have trouble -— jell your 
stream when urinating? . Yes 
SOCIAL HISTORY 
309. Do you it have great difficulty 
in falling asleep or staying 
310. Do you find it impossible to take a 
regular rest period each day? Yes 
311. Do you find it a to take 
regular exercise Yes 
312. Do you smoke more than 20 eign 
Yes 
313. 


coffee or tea a 
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No 


No 
No 
No 
No 


No 
No 


No 
No 


No 
No 
No 
No 
No 
No 
No 
No 


No 
No 


No 


No 
No 


No 
No 


No 


No 
No 
No 
No 


No 
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$14. Do you usually take two or more 340. sen have break- 
alcoholic drinks a Yes No es No 
315. Do you usually eat in between 341. Did anyone in your family ever have 
Yes No nervous breakdown?._. No 
' $16. Do you often skip meals entirely? Yes No 342. ya han ever a patient in a men- 
ospital (for your nerves)? Yes No 
343. Bie anyone in your family ever a 
INADEQUACY potent in a mental hospital (for 
317. Do you sweat or tremble a lot dur- nerves) ? Yes No 
ing examinations or questioning? Yes No 
318. Do you get nervous and shaky when SENSITIVITY 
approached by a superior?... Yes No 
319. Does your work fall to pieces ain 344. Are you extremely shy or sensitive? Yes No 
the or a superior is watching 845. Do you come from a shy or sensitive 
Yes No family? Yes No 
320. Does your thinking get eceeniubaler 346. Are your pena easily hurt? . Yes No 
— At you have to do Yes No 347. Does criticism always upset you? Yes No 
321. Must you do things very slowly in 38. An a considered a touchy per- Yes No 
order to do them without mis- 
322. Do you always directions 
orders wrong? Yes No 
323. Do strange pleees or people males ANGER 
you afraid? No 350. Do you have to be on your guard 
324. Are you scared to even with friends? Yes No 
there are no A Bow near you? Yes No 351. Do you always do things on sudden 
325. Is it always hard for you to make up impulses? Yes No 
your mind? Yes No 353. Do you go to pieces if you don’t 
326. Do you wish you always had some constantly control yourself? Yes No 
one at your side to advise you? Yes No 354. Do little annoyances get on your 
327. Are you considered a clumsy per- nerves and make you angry? Yes No 
son? Yes No 355. Does it make you angry to have 
328. Does it bother you to eat seinen anyone tell you what to do? Yes No 
except in your own home? Yes No 356. Do people often annoy and irritate - . 
you? es 0 
ave what you wantright away? Yes o 
329. ep feel alone and sad at a eee 358. Do you often get into a violent - ‘ 
rage! es 
330. ae? usually feel unhappy and 
331. Do you often cry? Yes No 
359. Do you often shake or tremble? Yes No 
332. Are always 
Yes No 360. Are you constantly keyed up and 
eutizely Yes. Me i Tes No 
you jump 
362. Do you tremble weak when- 
ever someone shouts at you? . Yes ° 
ANXIETY 
363. Do you become scared at sudden 
335. get you movements or noises at night? Yes No 
364. Are you often awakened out of your 
336. Does worrying run in your family? Yes No sleep by frightening dreams? . Yes No 
337. Does every little thing get on your 365. Do frightening thoughts keep com- 
nerves and wear you out? Y No ing back in your mind? Yes No 
338. Are you considered a nervous fat 365. Do you often become suddenly 
son? No scared for no reason? Yes No 
339. Does nervousness run in your mone 367. Do you often break out in cold 
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VASCULAR AND ALLERGIC HEADACHES 
A Panel Discussion 


FreNcH K. HaNset, M.D. 
ST. LOUIS, MISSOURI 
RAYMOND L. Hitsincer, M.D. 
CINCINNATI, OHIO 


BERNARD M. Barrett, M.D. 
PENSACOLA, FLORIDA 


Dr. HaNseEL: Although the problem 
of vascular headaches was discussed at 
a previous meeting of this Society in 
1952, I think that it is worth while to 
review some of the advances that have 
occurred in the interim. 


We are concerned mostly with the 
common types of vascular headaches 
which are encountered in otolaryngolo- 
gic practice. In the literature in general 
most reference to headache is under 
the term of migraine. There is a ten- 
dency to include all the different types 
of headache in a few groups of the m1- 
graine type. It has been our experience 
that the incidence of migraine is not 
more than 2 to 3 per cent. The type of 
headache which we encounter in oto- 
laryngology may be somewhat different 
from that noted by the neuropsychiatrist, 
the allergist, or the internist. Patients 
consult us chiefly when the headache 1s 
localized in the region of the sinuses. It 
is common for a patient to complain that 
he has “sinus,” and I say, “What do you 
mean by ‘sinus’? Do you have a stuffy 
nose 


“Ves.”’ 
“Does your nose run?” 


“Ves.” 
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The first impression is that the patient 
is allergic, but as the history is compiled 
the pattern typical of the vascular type 
of headache often evolves. 


About 1941 Horton’s paper entitled 
“The Use of Histamine in the Treat- 
ment of Specific Types of Headaches” 
appeared in the Journal of the American 
Medical Association. About that time we 
had a patient who complained of pain 
over the antrum; the dentist had re- 
moved a tooth, so it seemed to us that we 
should investigate the possibility of an 
antrum infection. Smear tests and roent- 
genograms did not reveal any infective 
organism or pathologic changes; a de- 
tailed history was not taken. Before the 
patient’s next visit, we had read Horton’s 
paper and had become familiar with the 
new syndrome. When the patient re- 
ported for the next visit, we obtained a 
more detailed history, and it revealed a 
perfectly classical case of vascular head- 
ache involving the forehead, the eye, the 
cheek, and the upper teeth. Many of 
these patients have pain in the teeth and 
in the antrum region. Stuffiness of the 
nose on the involved side is very com- 
mon. Sometimes a patient has used nose 
drops to relieve that stuffiness. Some- 
times the stuffiness will precede the on- 
set of an attack, or it may be present 
without the headache. The relief of this 
stuffiness by benzedrine or some local 
vasoconstrictor sometimes will prevent 
the attack from coming on. 


| 
| 
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The pattern Horton described, a so- 
called vasodilator type, is one of quick 
onset, occurring often during the night. 
The patient awakens from sound sleep 
with a terrible pain in the region of the 
eye, the forehead and the teeth. He may 
arise from bed and walk around, and the 
activity may restore vascular balance 
and relieve the attack. Symptomatic 
drugs may be employed also for imme- 
diate relief. 


Now, this represents a rather typical 
pattern in that it is cyclic in nature. The 
patient may report that he had had these 
headaches for two or three years, then 
for two or three years he had no head- 
aches; or that they occurred at certain 
times of the year, such as in March or 
in October. It is characteristic of this 
type of headache that during the head- 
ache cycle, attacks may be precipitated 
by the smallest amount of alcohol; dur- 
ing the headache-free cycle, alcohol may 
be ingested without precipitating an at- 
tack. Many variations of the pattern 
may occur. In general, these patients 
are not of the so-called tense type. Some 
of these patients, especially the typical 
ones, are really placid, quiet individuals. 
They sleep very soundly at night. In 
women the tendency is for the headache 
to come on late in the night, almost in 
the early morning. In men it comes on 
earlier in the night. 


(Slide) Bear in mind that the pain of 
vascular headache may occur in any 
of the arteries in the head and neck, and 
is not restricted to those in the region of 
the antrum, the eye, and the forehead. In 
some patients the pain first appears in 
the frontal and ocular areas. In others 
the occipital area or any of the branches 
of the temporal arteries or deep cervical 
branches may be primarily involved. We 
noted a very interesting group of cases 
in which ‘he involvement appeared in 
the thyroid or laryngeal arteries. In 
these instances the patients had rather 
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typical globus hystericus symptoms. It is 
importait to note that pain similar to 
that involving vessels in the head may 
also affect other vessels, perhaps in the 
arm or in the leg. The pattern may shift 
from one vessel to another or from one 
side to the other. 


We have found that the symptom pat- 
tern of globus hystericus so frequently 
seen when one of the laryngeal arteries, 
the thyroid artery, or the cricothyroid 
artery is involved, may correspond to 
the type of headache with quick onset, 
to the tension type of headache, or to 
the more prolonged attacks of pain 
which may occur whether the patient is 
tense or not tense. The symptoms cor- 
respond in their course with those of the 
true headaches. 


Finally, we shall summarize treatment 
as related to the use of histamine, and 
the administration of various drugs for 
relief. 


Dr. Hilsinger, I should like for you 
to point out in your discussion what 
doses of histamine you use in treatment. 


Dr. Hivstncer: The headache patient 
has an unstable autonomic nervous sys- 
tem, the center of which is located in 
the hypothalamus. The patient’s auton- 
omic nervous system, being a composite 
of those of his ancestors, is geared to a 
certain rate of speed. When this rate 
is exceeded under the stress of modern 
living, imbalance between the sympa- 
thetic and parasympathetic divisions of 
this system occurs. This results in au- 
tonomic dysfunction, which expresses it- 
self in this patient as a vasodilating or 
vasospastic headache. Tiie basic patho- 
logic change is located somewhere in 
the carotid arterial tree, either in the — 
vasa vasorum of the walls of the larger 
blood vessels or in the end arteries of 
the small blood vessels. The microscopic 
pathologic change is at the functional 
vascular level: the arteriolar-capillary- 
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venular unit. The shock organ of the 
headache patient is located then, in the 
walls of the blood vessels. This shock 
organ is located in the inner ear in 
Méniére’s disease ; in the bronchial tube 
in asthma; and in the nasal mucosa in 
hay fever. 


This condition is probably all a mat- 
ter of degree. I like to compare it to a 
heart condition. If the condition is an- 
gina, it is probably akin to what we say 
is histaminic cephalalgia. If it is a throm- 
bosis, even though partial, it is probably 
like migraine. For the ease of treatment, 
I would like to have a gross classifica- 
tion of headaches. I agree with Dr. 
Hansel that migraine is a very rare dis- 
ease and that we see it in only about 2 
or 3 per cent of cases. 


Hilger believes, and I agree with him, 
that the arteriolar-capillary-venular unit 
is the functional vascular basis of all 
our problems (fig. 1). When something 
happens to cause stress, arteriolar spasm 
causes a cessation of blood flow, with 
resultant backflow from the venous side 
and extravasation of fluid from the cap- 
illary bed into the surrounding tissue 


(fig. 2). 


For convenience in my personal prac- 
tice, | class as vasodilating headaches, 
migraine, histaminic cephalalgia, tension 
headache and carotid headache. Hansel 
calls the carotid headache atypical his- 
taminic cephalalgia. This headache re- 
sults from pain in an end artery where- 
as the typical histaminic cephalagia is in 
the walls of blood vessels. Vasospastic 
headaches we call myalgia. 


Both symptomatic and prophylactic 
therapy play a part in the treatment of 
vascular headaches. In the symptomatic 
treatment of vascular headache, we use 
cafergot and cafergot PB orally, the lat- 
ter a comparatively new medication. For 
the patient who is unable to take oral 
medication, we use cafergot or cafergot 
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FIG. 1—The functional vascular level: the arterio- 
lar-capillary-venular unit. 


FIG. 2—Arteriolar spasm and its sequelae. 


PB suppositories (the latter is used in 
cases where there is an associated ten- 
sion); or parenteral medication with 
gynergen intramuscularly, or dihydro- 
ergotamine (DHE-45) intramuscularly 
or intravenously. 


Other medications for tension head- 
ache are APC combined with the barbi- 
turates and fiorinal. In the tension 
headaches, ergotamine is not indicated. 
In hangover headaches which have last- 
ed three or four hours, ergotamines are 
no longer helpful, and | find that neo- 
calglucon, 20 per cent, from 5 to 10 ce. 
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intravenously, is a marvelous medica- 
tion. In myalgia due to vasospasm, nico- 
tinic acid intravenously gives immediate 
relief. 


In the specific prophylactic treatment 
of migraine, use small doses of nicotinic 
acid, or small doses of histamine. We 
start with dilution 5 or dilution 6 of 
histamine diphosphate (table I). The 
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The General Prophylactic Treatment 
of Vascular Headaches (Table I1) 


These people do not eat enough of 
the right kind of food, so an adequate 
nutritional regimen must be carried out. 
Massage is used, and we get some help 
from the masseur or from the osteo- 
path. Loss of sodium is a big help to 
these people. A fever bath at night fol- 


Taste I 
TREATMENT OF HISTAMINIC CELPHALALGIA WitH HISTAMINE DIPHOSPHATE 


Dilution No. 3 
Dilution No. 4 
Dilution No. 5 
Dilution No. 6 
Dilution No. 7 
Dilution No. 8 
Weaker dilutions if indicated 


1:1000; 2.75 mg./1 cc. 

1:10,000; .275 mg./1 cc. 
1:100,000; .0275 mg./1 cc. 

1 :1,000,000; .00275 mg./1 cc. 

1 :10,000,000; .000275 mg./1 cc. 

1 :100,000,000; .0000275 mg./1 cc. 


initial dose is .05 cc. intradermally, and 
the dose is gradually increased to the 
tolerance limit. If the patient receives 
too much, an attack is brought on; if too 
little medication is given, he is not 
helped ; if we give him an optimum dose, 
he is immediately relieved. We also use 
some psychotherapy associated with rest 
and relaxation. The patient is advised to 
avoid emotional upsets, to eliminate 
faulty habits, and even to change his job, 
if this seems necessary. 


In histaminic cephalalgia, we use his- 
tamine diphosphate in the same dosage. 


I treat tension headache by helping in 
personality adjustment and using beller- 
gal, one tablet fifteen minutes before 
meals and one tablet at bedtime. 


In carotid headache, the treatment is 
the same as in migraine or histaminic 
cephalalgia. 


lowed by a cold shower in the morning 
helps to stimulate the autonomic nervous 
system. The technique of a fever bath 
is as follows: The patient is given one 
or two capsules of copavin and is told to 
take a hot bath lasting twenty minutes. 
The patient spends the next hour in bed 
covered with several blankets, during 
which time he perspires profusely. He 
then takes a cool bath, changes to fresh 
nightclothes and retires for the night. 
Vitamin B and electrolytes, especially 
potassium and calcium, are given. Po- 
tassium is important because it helps 
make adrenalin work, and calcium be- 
cause it helps the integrity of the capil- 
lary bed. Many of these patients, espe- 
cially those with myalgia, have a low 
basal metabolic rate, and when this is 
true, thyroid therapy is helpful. 


Steroids are of great help, especially 
meticorten and meticortelone. They are 
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TABLE II 


GENERAL PROPHYLACTIC TREATMENT OF 
VASCULAR HEADACHE 


Adequate nutritional regimen 

Massage 

Fever bath at night; cold shower in morning 

Solu-B or folbesyn intravenously 

Electrolytes: potassium, calcium. Thyroid, 
steroids, mineral, vitamin 

Nicotinic acid, intravenously and orally 

Reéstriction-of-salt diet, if necessary 


especially useful in histaminic cephalal- 
gia if histamine desensitization does not 
bring relief. 


My nine commandments for the head- 
ache patient follow : 


1. This is not a perfect world. Families and 
friends have many foibles. Perfection is rare- 
ly attained, so be satisfied with less. 


2. Tolerance makes understanding the other 
fellow easier. It sets an attainable standard. 


3. Do not be a slave to the clock. Work at 
your own pace; do as much as you can. Try- 
ing to meet too many deadlines only creates 
tension. 


4. You cannot please everybody, so stop try- 
ing. Popularity comes by giving your friends 
and family a chance to love you for yourself, 
not for your best performance. 

5. Be efficient, yes, but not to the extent 
that perfection becomes a burden. 


6. Speak up if you want to. You cannot 
please everybody; honesty and directness break 
down barriers and make friendships easier. 


7. Approve of yourself. You are as goed as 
the next fellow. If you are given a compli- 
ment, take it and make use of it. 


8. Stop being so critical of your negative 
feelings. Everyone is ambivalent at times, so 
do not worry so much about loving and hating. 


9. Last and most important: Stop feeling 
guilty. We are all human beings and we all 
make errors. Give a little and you will get a 
lot, maybe even a reduction of that pain in 
your head. 


VASCULAR AND ALLERGIC HEADACHES 
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Dr. Barrett: In a recent paper be- 
fore the New York Academy of Science, 
Dr. Hansel and I reported some prelim- 
inary observations on the use of reser- 
pine as an adjunct in resistant head- 
ache patterns. At that time the number 
of cases was exceedingly small, but we 
are now in a position to report on an ad- 
ditional number. 


First of all, by resistant headache pat- 
terns we mean headaches which persist 
regardless of etiologic evaluation, and 
proper therapy which has been so ex- 
cellently demonstrated to you by Dr. 
Hilsinger. We find a few cases that just 
won’t respond to conventional methods. 
We have classified them on the basis of 
vascularity, and essentially they fall in 
the categories Dr. Hilsinger has set up, 
except for the carotid type of headache, 
which we call atypical histaminic ceph- 
alalgia. 


We have three additional cases of mi- 
graine to report on. This type of head- 
ache is extremely rare in my practice. 
By utilizing reserpine as an adjunct to 
other therapy, I have one patient who 
is having good results, one with only 
fair, and one which has not responded 
to this therapy. 


In the category “histaminic cephalal- 
gia” we have 14 additional cases to re- 
port. Six of these patients have respond- 
ed well to resperine ; six have shown fair 
results; and the results in two cases 
have been poor. 


In the category which Dr. Hilsinger 
classifies as the carotid type, but which 
we call atypical, we have 18 additional 
cases treated with reserpine: 9 with 
good results ; 6 with fair results ; 3 with 
poor results. This atypical group in- 
cludes patients who have had tenonitis, 
but consists predominantly of patients 
with globus hystericus. 


Of 13 cases of headache due to vascu- 
lar tension which received reserpine 


464 


therapy, 7 cases showed good results 
from the treatment, 4 had fair results, 
and in 2 cases the results were poor. 


I don’t want to confuse vascular-ten- 
sion and muscular-tension headache. 
Muscle tension may precede a headache ; 
it is frequently associated with the head- 
ache pattern; and it may persist for 
quite a period of time after the actual 
headache is gone. 


Resperine is not a new drug. It has 
been used for over three hundred years 
in Europe in treatment of anxiety states. 
Its use in treating hypertension has been 
of comparatively recent origin. The pure 
product was isolated as recently as 1952. 


In using reserpine, the dosage pre- 
scribed should be considered with re- 
spect to the nature of the case. The dos- 
age prescribed for patients either with 
marked hypertension or with marked 
psychosis should be much larger than 
that employed for a patient with a vas- 
cular headache whose tension is essen- 
tially normal and who has no psychosis. 
We have found that the optimum dose is 
about a tenth of a milligram three times 
a day for a week. The dosage should 
then be increased or decreased, depend- 
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ing upon the patient’s response. Even- 
tually, a maintenance dose of a tenth of 
a milligram gives the most satisfactory 
results. The nature of the drug is such 
that it is very slow in making its thera- 
peutic manifestations. 


Many people experience nasal stuffi- 
ness or numbness of the extremities 
while taking even this moderate dosage 
of reserpine. They may also have some 
occasional feeling of weakness until the 
body gets accustomed to the drug. Dr. 
Hansel and I have therefore recom- 
mended, and it has worked out very 
well, that initially these patients be giv- 
en small quantities of one of the amphet- 
amine products to tide them over the 
period during which the body is getting 
accustomed to the drug. 


I would like to emphasize that the 
cases reported here were cases of re- 
sistant headache which had not respond- 
ed to any other form of treatment. After 
a prolonged period of therapeutic fail- 
ure, there is a big element of emotional 
tension, which may perpetuate a normal 
headache pattern which initially may 
have responded to routine therapy. Res- 
erpine merits your consideration in the 
treatment of these resistant cases. 
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ACTH AND CORTICOSTEROIDS 


Ausrey G. Raw tins, M.D. 
SAN FRANCISCO, CALIFORNIA 


THE main function of the pituitary 
adrenal axis is the maintenance of 
healthy tissue and cells (homeostasis). 
There is a normal, continuous secretion 
of ACTH and corticosteroids. Any 
stress increases these secretions. There 
are three known mechanisms whereby 
the pituitary hormone, ACTH, is in- 
creased: (1) the direct action of ad- 
renalin, (2) a low blood level of corti- 
costeroids, and (3) a state of stress in 
the tissues. 


ACTH, in turn, stimulates the adrenal 
cortex to secrete corticosteroids. The 
chief corticosteroids secreted by the cor- 
tex are hydrocortisone and corticoster- 
one. About 50 to 100 milligrams of 
hydrocortisone are produced by a nor- 
mal adult in 24 hours. This glucocorti- 
coid, hydrocortisone, is of utmost im- 
portance in maintaining homeostasis. 
However, in so doing, it may also pro- 
duce many physiologic, and at times 
pathologic, reactions. 


Time will allow me to discuss only a 
few of these actions. (The terms cor- 
ticosteroids and corticoids will be used 
interchangeably to designate the glu- 
cocorticoids, such as hydrocortisone and 
cortisone. ) 


ANTI-INFLAMMATORY ACTION 
OF CORTICOSTEROIDS 


Dr. Thomas Dougherty has stated, at 
the October 1955 meeting of the Amer- 
ican Rhinologic Society, that the inflam- 
matory reaction always takes place in the 
connective tissue. This fact is not gen- 


P.esented at the Special Program of the American 
Society of Ophthalmic and Otolaryngologic Aller- 
gy, Oct. 14, 1955, Chicago. 
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erally recognized, but it is of great im- 
portance. Whether the inflammation is 
of allergic, infectious or traumatic ori- 
gin, it is always in the connective issue. 

Inflammation can be produced by any 
stress and is a chain reaction, set up and 
continued by substances released from 
cell damage. The cells primarily dam- 
aged are the fibroblasts. The severity of 
inflammation depends upon the inflam- 
matory stimulus and the amount of cor- 
ticoids available. It is a definite and well- 
accepted fact that the corticosteroids 
have marked anti-inflammatory action 
and that growth hormone and thyro- 
tropic hormone enhance inflammation. 


Dougherty! gives the following hypo- 
theses as to possible mechanisms in cor- 
ticoid anti-inflammatory action: 


1. Decrease in the level of circulating fibrin- 
ogen, thus producing a decrease in the 
amount of fibrin at the site of inflamma- 
tion. 


2. Inhibition of hyaluronidase, thus decreasing 
the action of the spreading factor. 

3. Inhibition of the formation of ground sub- 
stance. 

4. Shedding of mast cell granules with re- 

lease of a heparin-like substance, which has 

antihyaluronidase action and which also 

binds histamine. 


To this list could be added the action 
in maintaining a good capillary bed. 
Dougherty believes that all of these ac- 
tions take place but that there may be a 
more fundamental anti-inflammatory 
phenomenon involving the action of the 
hormones on the many substances lib- 
erated from cell damage. 


INFECTION AND CORTICOSTEROIDS 


There is no question but that the 
glucocorticoids in large doses impair 
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the host’s resistance to many infections. 
There are numerous explanations for 
this. Thomas* states that there are at 
least six possibilities: 


1. A direct effect on the infecting organism. 
There is no direct evidence that this takes 
place. 

2. An effect on the neutrophils. Although the 
corticosteroids produce a systemic leuko- 
cytosis, fewer pus cells migrate to the area 
of local inflammation. There is slight evi- 
dence, but no definite proof, that the bac- 
tericidal properties of leukocytes are di- 
minished. Some virus infections are also 
enhanced by large doses of corticoids, and 
since available evidence shows that neutro- 
phils are not important in virus infections, 
the leukocyte hypothesis becomes somewhat 
untenable. 

3. Influence in antibody formation. There is 
no definite evidence that this is a factor in 
humans. 

4. Interference with the inflammatory reac- 
tion. The corticoid depression of tissue in- 
flammation is an accepted fact, but, as not- 
ed above, the explanation is uncertain. At 
any rate, the anti-inflammatory theory does 
not explain the enhancement of virus in- 
fections, nor the enhancement of bacteria 
which are injected directly into the blood 
stream. In these two instances, there is 
no local inflammatory reaction. Of course, 
some cellular component present in the 
blood stream could be involved and the 
hormone could work on it here. 

5. The effect on serological mechanisms, such 
as the nonspecific hyaluronidase inhibitor. 
This is a definite possibility. 

6. Damage to the reticuloendothelial system. 
The macrophages in this system are for the 
purpose of clearing the blood stream of 
bacteria and particulate matter. There is 
some evidence that like certain colloids, 
cortisone blocks the cells of the reticulo- 
endothelial system so that the macrophages 
then cannot clear the blood stream of in- 
fectious organisms. 


EDEMA AND CAPILLARY PERMEABILITY 


In the past it has been generally 
thought that most substances pass to and 
from the capillaries by way of the inter- 
endothelial cement substance. Renkin? 
and Pappenheimer? have shown that 
while this may be true of water, it is not 
true of oxygen, carbon dioxide and lipid- 
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soluble substances. These penetrate 
mostly through the endothelial cells 
themselves. Since hydrocortisone aids 
in maintaining healthy endothelial cells, 
it is of physiologic importance in sup- 
plying oxygen and nutrients to cells of 
all structures. 


Zweifach> states that the capillary 
wall consists of more than just the endo- 
thelial cells and the endothelial cement. 
It is a complicated structure consisting 
of (1) proteinaceous material covering 
the inner surface of the endothelial cells 
and cement, (2) endothelial cells, (3) in- 
terendothelial cement, (4) the very im- 
portant pericapillary sheath, and (5) the 
surrounding connective tissue. The peri- 
capillary sheath, which consists of dense 
ground substance and fibrils, is probably 
one of the most important of all struc- 
tures. When it is firm, it prevents leak- 
age from the capillaries. One of the ac- 
tions of the corticoids is to keep the 
pericapillary sheath and ground sub- © 
stance firm; hence, the importance of 
these hormones in preventing edema. 


Also, some of the swelling and edema 
in ground substance is produced by the 
action of the hyaluronidase on the 
ground substance. Hyaluronidase de- 
polymerizes the ground substance and 
makes it swell and become more liquid. 
This takes place under most stresses, 
including infection and allergy. Since 
corticosteroids are antihyaluronidase 
factors, they help prevent edema by this 
mechanism. 


At the meeting previously mentioned, 
Dougherty also stated that the minute 
capillaries do not supply anything di- 
rectly to any cell in the body. All sub- 
stances have to penetrate the ground 
substance of the connective tissue before 
reaching the cells of all of our impor- 
tant organs. Vice versa, metabolites and 
other substances must reach the circula- 
tion via the ground substance. Since one 
of the functions of the corticoids is the 
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maintenance of healthy ground sub- 
stance, these hormones take on added 
significance. 


GENERAL ASPECTS AS RELATED 
TO OTOLARYNGOLOGY 


The contraindications for the use of 
corticosteroids are so well known that 
they will not be commented upon except 
to say that they apply in otolaryngology 
just as in any other field. 


A low-salt diet is advisable. High- 
protein diet with the addition of potas- 
sium is usually not necessary unless 
rather prolonged treatment with rea- 
sonably high dosage is used. During 
corticosteroid therapy, an occasional in- 
jection of ACTH is indicated in order 
to stimulate the adrenal cortex. Gradual 
corticoid withdrawal is usually not nec- 
essary except when the dosage has been 
fairly high and prolonged. Intravenous 
ACTH gives the maximum stimulation 
of the adrenal cortex. When infection is 
involved, the appropriate antibiotic 
should be used. Wound healing is not 
stopped but merely inhibited by the cor- 
ticosteroids. For local use, hydrocorti- 
sone is the-hormone of choice. 


The use of these hormones in large 
doses over long periods should not be 
recommended for most otolaryngologic 
conditions. One of the most serious 
problems in corticosteroid prolonged 
high-dosage therapy is the depression 
of the adrenal cortex. If we eliminate 
this kind of therapy, we greatly reduce 
this danger. However, in surgical cases, 
if there is any possibility of cortical de- 
pression from previous therapy, pro- 
phylactic corticoids should be given be- 
fore and for a few days following sur- 
gical stress. Intravenous hydrocorti- 
sone and intravenous ACTH should be 
available for emergencies. 


The author has had only slight expe- 
perience with the newer glucocorticoids, 


ACTH AND CORTICOSTEROIDS 467 


meticorten and meticortelone. These 
synthetic hormones are very powerful, 
but they have only very slight mineral 
activity. If time shows that other side 
reactions are of minimal degree, they 
should be very useful. They should be 
of particular value when used in con- 
ditions in which the main problem is one 
of edema. 


OTOLARYNGOLOGIC CONDITIONS IN 
WHICH THE CORTICOSTEROIDS 
ARE USEFUL 


1. Hay Fever 

Particularly in severe cases of hay 
fever not controlled by ordinary 
methods and in localities where the 
season is short, the corticosteroids 
may be useful. Besides their use in 
systemic therapy, the local use of 
hydrocortisone in eye drops is ef- 
fective. The local use of hydrocor- 
tisone intranasally is only mildly ef- 
ficacious. 


2. Status Asthmaticus 
In this serious condition, intrave- 
nous hydrocortisone or intravenous 
corticotropin may be a life-saving 
procedure. 


3. Reactions to Penicillin and Other 
Drugs; Hives; Angioneurotic 
Edema 
These maladies are usually self-lim- 
ited and respond well to the corti- 
costeroids. 


4. Acute Edema of the Larynx 
Whether the edema is from infec- 
tion or from trauma, the use of 
the corticoids may obviate the nec- 
essity of doing a tracheotomy. 


5. Critical Illness and Toxicity 
The corticosteroids can tide the pa- 
tient over while antibiotic therapy 
and other supportive measures are 
carried out. 


10. 


11. 


. Idiopathic Midline Granuloma of 


the Facial Tissue 
ACTH and the corticosteroids are 
the most effective treatment in this 
serious condition. 


Erythema Multiforme | 
In many cases, lesions in the mouth 
are the first sign of this disease. 
Hence, the otolaryngologist may be 
the first to see the patient or may 
be called in consultation. Corticos- 
teroids with appropriate antibiotic 
therapy give relief and shorten the 
course of the disease. 

Pemphigus 

Like erythema multiforme, the first 
sign of pemphigus is often lesions 
in the mouth. Until the era of cor- 
ticosteroids and corticotropin, this 
disease had been considered fatal. 
The author has been consulted in 
three cases of pemphigus. All were 
treated with corticotropin, corticos- 
teroids and antibiotics. Two are 
now apparently well on no therapy, 
and one is free of symptoms on a 


maintenance dose of hydrocorti- 
sone. 


Histamine Cephalalgia 

If histamine and other vasodilating 
types of therapy fail to give relief, 
corticosteroids, and particularly in- 
travenous corticotropin, will often 
bring about improvement. How- 
ever, vasodilating therapy should be 
continued. 


Contact Ulcer of the Larynx 
Cauterization or fulguration of the 
lesion followed by a short course 
of corticosteroid therapy is well 
justified in this condition. Granula- 
tion tissue is diminished and epi- 
thelium can more readily cover the 
ulcer. 


Laryngeal Polyps and Extensive 
Nasal Polyps 


The following regimen is recom- 
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mended these conditions: 
(a) surgical removal of the polyps; 
(b) a short course of postoperative 
corticosteroid therapy ; (c) elimina- 
tion of etiological factors; and 
(d) treatment of allergy. 


Fresh Stricture of the Esophagus 
Less scarring results if corticos- 
teroid therapy is initiated imme- 
diately. Standard treatment should 
also be undertaken. 


Eczema and Dermatitis of the Ex- 
ternal Canal 

Local use of hydrocortisone with 
the appropriate antibiotic is very 
effective in these cases. 


Bell’s Palsy 

In early cases of Bell’s palsy, we 
have had very good results with 
the use of vasodilators combined 


with corticosteroids and a low-salt 
diet. 


Meéniére’s Disease 

We are now treating Méniére’s dis- 
ease in a manner similar to that 
used for Bell’s palsy; that is, a 
combination of vasodilatation, cor- 
ticosteroids and low-salt diet. The 
author has not had sufficient expe- 
rience to comment accurately upon 
the effectiveness of this form of 
treatment in Méniére’s disease. 


Depressed Adrenal Cortices, Pre- 
operatively and Postoperatively 
This has already been discussed. 


Respiratory Allergy 

Local spray and mist hydrocorti- 
sone therapy is not especially rec- 
ommended. We have had only mod- 
erate success with this local type of 
therapy. 

Postsurgical Edema 

In surgical cases in which post- 
operative edema is often a problem, 
corticosteroids can be effectively 
used. The author has found these 
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19. 


21. 


hormones especially useful follow- 
ing nasal reconstructive surgery. 


Status Lym phaticus 

This condition is supposedly due to 
a hypoactivity of the adrenal cor- 
tices and may result in death from 
very mild stress. Death from anes- 
thesia furnishes the most typical ex- 
ample. If intravenous hydrocorti- 
sone could be administered early 
enough, recovery could be antici- 
pated. 


Anaphylactic Shock and Other 
Forms of Shock 

Intravenous hydrocortisone is one 
of the most effective measures. 


Emergency Surgery on Debilitated 
Patients 

When it becomes necessary to do 
surgery on debilitated patients, 
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stress hormones should be adminis- 
tered just before and a few days 
following surgery. 
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MEDICAL ASPECTS OF HYPERPLASTIC SINUSITIS 


Francis W. Davison, M.D. 
DANVILLE, PENNSYLVANIA 


HYPERPLASTIC sinusitis may be de- 
fined as a type of chronic sinus disease 
manifest by polypoid thickening of the 
nasal and sinus mucosa (figs. 1 and 2). 


About two years ago I prepared a 
paper! on this subject in which I stated 
that I thought this disease was due to lo- 
cal sensitization of the submucosal tis- 
sues to bacterial proteins, most often 
those of the Gram-positive cocci. I think 
that the observations of A. R. Rich® are 
pertinent, and I quoted him as follows: 


The tuberculin type of hypersensitivity can 
play an important role in the pathogenesis of 
infection. As a result of the development of 
this type of sensitization, even micro-organ- 
isms which possess little toxicity for the nor- 
mal body become able to damage seriously the 
tissues of the sensitized one. 


My reasons for believing that hyper- 
plastic sinusitis is due to bacterial al- 
lergy follow: 


1. Unilateral cases, 24 per cent 


2. History of onset with acute respira- 


tory infection 

3. Rapid improvement with penicillin, 
if the germs are sensitive to it 

4. Increase in symptoms produced by 
large doses of vaccine 


I still think this thesis is true, but 
during the last two years I have been 
asking myself what derangement of phy- 
siology permits the tissues to become 
sensitized. The clinical observation that 
cortisone taken by mouth causes rapid 
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shrinkage of this hyperplastic tissue, our 
histologic examinations showing dense 
infiltration with lymphocytes and plasma 
cells, and Abraham White’s report! 
that corticosteroids cause rapid dissolu- 
tion of lymphocytes have made me think 
that relative deficiency of glucocorticoids 
might be a predisposing factor. 


I recently reviewed the charts of an- 
other series of 50 patients to see what I 
could learn about the subject. These pa- 
tients were observed for at least twelve 
months and the cases were carefully 
studied. Eighty-six per cent of the pa- 
tients were over 30 years of age and the 
largest number of patients were in the 
sixth decade of life (table 1). Twenty- 


TABLE | 


AGE RANGE AT TIME OF TREATMENT 
oF 50 PATIENTS HAVING 
CHRONIC SINUSITIS 


AGE IN YEARS NO. OF PATIENTS 


1-10 0 
11-20 0 
21-30 7 
31-40 9 
41-50 13 
51-60 15 
61-70 
71-80 2 


seven patients were males, and 23 were 
females; this is too small a sex differ- 
ence to indicate a gonadal deficiency. Six 
of the cases were unilateral. 


I am led by these findings to believe 
that there may be an exhaustion or de- 
ficiency of some physiologic process 
which permits the sensitization to de- 
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FIG. 1—Lining of an antrum from a patient with 
long-standing sinusitis and asthma. Note polyps and 
discrete intramucosal abscesses. Several of the larg- 
er abscesses were ruptured in the process of remov- 
ing the lining. 
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autonomic reactions are endocrine-medi- 
ated. Some patients probably inherit a 
poor endocrine system which is inade- 
quate to meet the stresses of ordinary 
existence. As Hilger’ said: “Outspoken 
gross signs of endocrine imbalance are 
the exception, not the rule.’’ The spec- 
tacular response of this group of pa- 
tients to treatment with ACTH or to 
one of the glucocorticoids makes it 
easy to believe that chronic pituitary or 
adrenocortical deficiency may be a fac- 
tor permitting development of this and 
possibly other allergic phenomena. It 
seems that in hyperplastic sinusitis, as 
in some other hyperergic states, the body 
suffers more from exaggeration of its 


FIG. 2-—Histologic appearance showing dense infiltration with plasma cells, lymphocytes and 
eosinophils. In many areas, plasma cells and lymphocytes greatly outnumber the eosinophils. The 
areas undergoing neccosis form the chronic abscesses. (Courtesy of Dr. Thomas Hepler) 


velop. H. L. Williams'> suggests that 
autonomic dysfunction explains many 
clinically observed allergic phenomena. 
1 agree, but hasten to add that many 


own reactions than from the pathogen. 

Williams'* and Kahn* suggest that 
“allergy” may be an instance of hyper- 
immunity. 


472 


TABLE II 


Types oF ALLERGIC SENSITIVITY PRESENT 
tN 50 Cases oF CHRONIC 
HYPERPLASTIC AND SUPPURATIVE 
EtHMoIp SINUSITIS 


SENSITIVITY NO. OF CASES 
Inhalant sensitivity ................ 17 
Emotional sensitivity ............... 16 
Physical allergy (cold etc.) ........ 7 


Table II summarizes some of the data 
for my series of 50 cases. After all pos- 
sible factors had been considered and 
treated, and after the infections had been 
treated to the best of my ability by oper- 
ation and antibiotics, there were 11 pa- 
tients who seemed to require mainte- 
nance endocrine therapy with either 
ACTH or one of the glucocorticoids. 
With it they remained symptom free. 
Without it, they had frequent recurrence 
of infections, rapid regrowth of poly- 
poid tissue in the ethmoid areas, and 
recurrence of granular tissue on the up- 
per third of the septum. All of these 11 
had asthma as well as hyperplastic si- 
nusitis. Twenty-nine of the 50 were 
asthmatic, but only 11 of the 29 re- 
quired maintenance endocrine therapy. 
The maintenance therapy was used pri- 
marily for relief of asthma, but striking 
additional benefits observed were the 
complete freedom from nasal symptoms, 
the absence of regrowth of polypoid tis- 
sue in the ethmoid areas, and absence 
of regrowth of granular tissue on the 
upper half of the septum. 


The following case report will serve 
to indicate why I think an endocrine in- 
sufficiency may be the basic defect in 
physiology which permits the develop- 
ment of at least this type of allergic 
disease. It also serves to show the lim- 
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itation of numerous methods of treat- 
ment which were utilized with but tem- 
porary amelioration of symptoms. 


The patient, J. S., was first examined by 
me in 1942, 13 years ago, when she was 14 
years of age. Chief complaint, complete nasal 
obstruction on the left side of four months’ 
duration. First operation, August 1942, was 
for removal of nasal polyps and left intranasal 
ethmoidectomy. Second operation, September 
1949, was a bilateral intranasal ethmoidectomy, 
removal of polyps and submucous resection 
of the septum. At that time the patient also 
had granular hypertrophies on the /ateral wall 
of the nose on each side in front of each mid- 
dle turbinate. These areas were treated by 
electrocoagulation. All skin tests were nega- 
tive except for a weak reaction to house dust 
extract. My deduction was that her trouble 
was entirely due to bacterial allergy. Third 
operation, May 1950, was a bilateral intranasal 
ethmoidectomy and removal of nasal polyps. 
Three ethmoidectomies to remove regrowth 
of polypoid tissue should be enough to make 
anyone realize that he was not getting at the 
real cause of the disease. 


The patient’s fourth admission, in August 
1950, was for treatment of severe asthma. Pre- 
viously she had had severe asthma every time 
she had had a head cold, and this also sug- 
gested bacterial allergy. Her brother had pol- 
yps, and her mother had asthma which was 
relieved during pregnancy. This suggested 
poor endocrine inheritance. 


She was admitted for the fifth time in No- 
vember 1950. The chief complaints were nasal 
obstruction, yellow nasal discharge, cough and 
asthma. Chest roentgenograms were typical of 
tuberculosis, but repeated sputum examina- 
tions were negative for the presence of acid- 
fast bacilli, and smears showed many eosino- 
phils. Treatment with penicillin plus 75 mg. 
of cortisone daily, produced rapid clearing of 
all nasal symptoms and complete disappearance 
of the pulmonary densities, thus indicating 
Loeffler’s syndrome. 


The patient had six more hospital admis- 
sions during the next three years, for treat- 
ment of suppurative rhinitis, bronchitis and 
asthma. Each time, all nasal and bronchial 
symptoms cleared up within a week in response 
to cortisone with or without penicillin. Each 
time, cortisone, 75 mg. daily, caused disappear- 
ance of polypoid tissue in the ethmoid areas 
and the red granular hypertrophies on the up- 
per half of the septum and return of sense of 
smell. She had a healthy baby in December 
1953. She is now completely free of nasal and 
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chest symptoms, and her nasal mucosa looks 
normal. She is taking 10 mg. of prednisone 
and two grains of thyroid daily. 


The need for exogenous thyroid by 
patients using maintenance glucocorti- 
coid therapy is shown in the article by 
Wolfson and associates titled “Cortico- 
genic Hypothyroidism,” which appeared 
in the Proceedings of the 2nd ACTH 
Conference.'® They state, “Corticogenic 
hypothyroidism may cause a serious un- 
responsiveness to ACTH or cortisone 
which persists until the thyroid defi- 
ciency is corrected.” 


COM MENT 


This case report shows the futility 
of relying solely on sinus surgery for 
the treatment of these patients when 
they respond so well to endocrine ther- 
apy. It also shows that maintenance 
therapy with one of the corticosteroids 
does not interfere with normal preg- 
nancy and gestation. In fact this patient 
had never been pregnant until she start- 
ed taking cortisone. There is nothing in 
the history to suggest food or inhalant 
sensitivity, and a trial with autogenous 
vaccine was without benefit. 


For this particular patient, effective 
maintenance doses appeared to be 50 
mg. of cortisone, 40 mg. of hydrocorti- 
sone, or 10 mg. of prednisone plus thy- 
roid. This case réport makes it seem 
obvious that if we are to treat this type 
of patient properly and effectively, we 
must consider endocrine factors. 


Time will not permit listing the many 
other case reports which parallel the 
one just given in such detail. Thirty- 
eight of the 50 patients had endocrine 
therapy for varying lengths of time 
without development of undesirable re- 
actions. 


During acute exacerbations of infec- 
tion and during the postoperative period 
it is wise to administer antibiotics if 
glucocorticoids are being used, because 
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there is some evidence that they depress 
immunity. Forty-seven of the 50 pa- 
tients had some type of antibiotic. 


There are several theories which 
might be used to explain the clinically 
observed phenomena resulting from ad- 
ministration of ACTH or one of the 
glucocorticoids. Selye’s book entitled 
Stress’? and the four Annual Reports on 
Stress®% 10,11 furnish much food for 
thought. 


Abraham White?’ said: 


ACTH is secreted in greater than normal 
quantity following exposure of the organism 
to a wide variety of unrelated stimuli: inani- 
tion, alterations in environmental factors, for 
example cold, heat and anoxia, trauma in the 
form of tissue injury, fracture and hemor- 
rhage, injections of bacterial toxins, toxic 
chemicals of the type of arsenic or benzene, 
anesthetics such as nembutal, foreign proteins 
and a variety of substances normally produced 
in the organism, for example histamine, 
epinephrine, thyroxin and estrogens. The in- 
creased release of adrenal cortical steroid hor- 
mone as a consequence of any of these stimuli 
does not occur in the absence of the pituitary 
and each of the stimuli therefore has a com- 
mon physiological basis, i.e. its capacity to in- 
crease the output of pituitary adrenocortico- 
trophic hormone. Thus, an increased secretion 
of epinephrine in the normal individual will 
elevate the rate of release of pituitary ACTH 
and result in an increased rate of. secretion of 
the hormones of the adrenal cortex. . . . In 
addition it has been demonstrated recently that 
adrenal corticosteroids contribute to certain 
aspects of immune cellular responses including 
development of phagocytic cells, the produc- 
tion of immune globulin and an increased re- 
sistance of tissue to the penetration of foreign 
substances. 


Hansel? suggests that staphylococcus 
toxoid may be effective by increasing the 
secretion of ACTH. The literature of 
the past five years makes it increasingly 
clear that the therapeutic effect derived 
from the use of such substances as his- 
tamine vaccines or staphylococcus tox- 
oid may be due to increased formation 
of ACTH. 


I don’t know whether the clinically 


observed improvement resulting from 
glucocorticoid therapy is due to neutral- 
ization of hyaluronidase as suggested by 
Rawlins® or to the increase in immunity 
mechanisms described by Abraham 
White, but I do know that clinical re- 
sults justify their use. 


CONCLUSIONS 


1. Hyperplastic sinusitis is due to bac- 
terial allergy. 

2. Subclinical endocrine deficiency may 
be a predisposing factor permitting 
the development of bacterial al- 
lergy. 

3. Coexisting food and inhalant sensi- 
tivities may be aggravating factors, 
but their management does not cure 
well-developed cases. 

4. Vaccine therapy is of benefit only in 
early cases. 

5. Surgical treatment is necessary for 
advanced cases. 

6. Postoperative use of antibiotics has- 
tens healing. 

7. Postoperative use of glucocorticoids 
causes smoother and more rapid 
healing. 

8. Maintenance endocrine therapy may 
be necessary. 
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FOOD ALLERGY 


Clinical Features of Food Sensitization 


HERBERT J. M.D. 
KANSAS CITY, MISSOURI 


IN this presentation there will be brief 
discussion of a number of features of 
food sensitization which should be com- 
mon knowledge for every practitioner of 
medicine but which are particularly per- 
tinent to the practice of otolaryngology. 
There is definite need for close observa- 
tion. This is not a gift but is the result 
of systematic study of a patient before 
and after specific contact. 


I should also like to stress the impor- 
tance of making a specific diagnosis be- 
fore assigning the term psychosomatic 
to the allergic manifestation. It is para- 
mount that one approach this problem 
guided by two basic requirements : first, 
the ability and willingness of the diag- 
nostician to cover specific etiologic con- 
tacts fully, and second, study of the 
case over a sufficiently long period of 
time that an accurate, clinical concept is 
obtained. 


THE DIAGNOSIS OF THE FOOD 
SENSITIVE INDIVIDUAL 


The first step, obviously, is that of 
history taking. This should bring out 
contacts, particularly in terms of spe- 
cific inhalants, and should include a sur- 
vey of the eating habits of the patient. 
Any attempt to use history taking as an 
accurate means of diagnosis of food 
allergy is filled with potential errors. 
You do not know what you ate yester- 
day ; neither does the patient know what 
he ate. Furthermore, in modern-day liv- 
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ing, foods which seem to a patient to be 
one item may combine many products. 
One example will suffice: if a patient 
eats pork sausage cured with one of the 
better-known pepper mixes, he does not 
eat pork alone but he does eat a total of 
twenty-three different foods. Further- 
more, memory being what it is, it will 
be found that a continuation of the his- 
tory, particularly by use of the alphabeti- 
cal food list, on which the patient is 
asked to check every day for a week, - 
the days each food is used, will prove to 
be far more exact. In this regard keep 
in mind that most of your food-sensitive 
patients will have symptoms from those 
foods which are included in practically 
everyone’s diet unless for specific re- 
ligious or concomitant disease syn- 
dromes, some of these common ones 
are eliminated. Such foods will include 
wheat, corn, eggs, milk, Irish potatoes, 
beef, and pork. One could almost add 


- citrus fruits to this group. It is extreme- 


ly important to keep in mind that sen- 
sitization is apt to occur to those foods 
which constitute the common diet. There 
are, of course, sensitizations to rare 
foods, but these are frequently recog- 
nized by the patient. The sensitizations 
to foods which are used three or four 
times a week are the ones requiring care- 
ful diagnostic procedures. 


Evidences of food sensitization in the 
history are rather limited in terms of 
identifying a specific food. It has been a 
fairly constant finding that if a patient 
complains of abdominal distress from 
excessive intake of cooked or partially 
baked wheat products, he is wheat sensi- 
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tive. But, by and large we have found 
that a patient’s idea of which common 
foods are the cause of his symptoms is 
just as apt to be false as true. Nothing 
takes the place of specific diagnosis, su- 
pervised by the physician. The history 
will be more apt to reveal the presence 
of food allergy in general than to de- 
termine a specific causative agent. An 
abrupt increase of symptoms following 
the meal time, periodic attacks at 11:00 
in the morning or at 4:30 in the after- 
noon, may be indicative of food sensi- 
tivity. Also, the acute exacerbations 
which occur sometimes in the middle of 
the night, although the patient lives in 
the same house, sleeps in the same bed, 
and works at the same job as always, 
are suggestive of a food allergy. 


Three criteria are highly suggestive 
of food sensitization: (1) itching of 
the nose and the roof of the mouth, 
(2) typical acute exacerbations which 
last from eighteen to seventy-two hours, 
and (3) typical exacerbations which 
waken the patient out of a sound sleep. 
If two of these are present and the pa- 
tient has not responded satisfactorily to 
inhalant therapy, food studies should be 
carried out. 


THE TERMINOLOGY 


In order that we may fully understand 
each other, a discussion of the clinical 
implication of various terms is in order. 
We define food allergy as a reaction to 
a food which produces a definite series 
of clinical symptoms under correct con- 
ditions of testing. This reaction should 
be specific. It should be reproducible at 
will; in other words, it should occur 
consistently under correct conditions of 
testing. You will note that this definition 
does not include the stipulation that there 
should be a positive skin test. When you 
make a scratch test or perform an intra- 
cutaneous test with a food extract and 
obtain a reaction, you can only state to 
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the patient, “You have given a skin re- 
action to a food.” It is not correct to tell 
the patient that he is sensitive to the 
foods simply because they produced skin 
reactions. It has been our observation 
that for every twelve positive skin tests 
to wheat, there were only five patients 
who actually had allergic symptoms 
from eating the wheat; therefore, there 
were seven who had no allergic symp- 
toms and yet gave a distinct skin reac- 
tion. Keep this point in mind; it is easy 
to see that if one considered sensitiza- 
tion as being identical to skin reactions, 
various desensitizing methods would 
work. As a matter of fact, there would 
be seven chances to five for success. 
Thus, one could always improve the 
state of health of the majority of his 
patients by desensitizing them to this- 
or-that extract of wheat, egg or milk. 


Our next point of interest is the types 
of food sensitization. Food allergy can 
be considered as being either fixed (per- 
manent) or cyclic (varying from time 
to time). A fixed food allergy is not 
alleviated or cured by the omission of 
foods. Cyclic food allergy is the more 
common, and in this type of allergy, 
usage tends toward sensitization and 
omission tends toward tolerance. It 
would appear that approximately 95 per 
cent of food allergies may be classified 
as cyclic. There is one interesting phe- 
nomenon in food symptomatology which 
accounts for the fact that many men 
trained in the subject of allergy fail to 
recognize food sensitivity in their pa- 
tients ; that is the phenomenon of mask- 
ing. This implies a reduction or a com- 
plete disappearance of symptoms when 
the patient eats the very food to which 
he is sensitive. This improvement, or 
eradication of symptoms, will last from 
an hour up to three or four hours. I 
have reported the case of a milk-sensi- 
tive individual who had five major ab- 
dominal operations in seven years for 
his milk allergy. This case was diag- 
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nosed as peptic ulcer, and the patient 
was repeatedly put on a _ therapeutic 
regimen using the Sippy procedure, 
with a resultant improvement or control 
of his symptoms for seven to ten days. 
Yet milk was the cause of his trouble. 
Therefore, if you want to learn whether 
or not a given patient is food sensitive, 
you should take the food out of his diet 
for four days and then feed it back 
to him in its pure form. You do not 
test wheat by giving crackers to the pa- 
tient, because crackers contain pork, cot- 
tonseed, yeast, milk, and wheat. Wheat 
should be tested by using cooked, 
cracked whole wheat. Deliberate inges- 
tive trial feedings should be run the 
second meal of the day, and the patient 
should be observed for at least one-half 
hour before feeding and an hour and a 
half following the feeding. Should there 
be no reactions with the initial feeding, 
it is wise to feed approximately one- 
fourth the original amount of food and 
continue observations for thirty min- 
utes following this second feeding. The 
observer should note what the patient 
does, such as sneezing, blowing of the 
nose, coughing, clearing of the throat. 
These are the objective symptoms to 
which one more might be added — the 
development of pallor. This is more apt 
to occur in children than adults. There 
are subjective symptoms, such as tired- 
ness, chilliness, aches, and headache. 
There might be occasions when a pa- 
tient of an otolaryngologist has not only 
nasal symptoms but also eczema, and in 
those cases redness and itching of the 
skin might be observed following the 
eating of the test food. 


There is another term commonly used, 
“latent sensitization.” This can be con- 
fusing. It occurs when, either deliberate- 
ly or by accident, a food has been out 
of his diet for several months, a patient 
may eat it and may find that his former 
sensitization has seemingly disappeared. 
However, when the food is repeated the 
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next day, or within a short time, the 
second eating is followed by a reaction. 
This “latent” reaction occurs only to 
articles of the diet which have not been 
used for a period of time, usually a 
matter of weeks but in rare instances as 
brief a period as twelve days. Keep this 
reaction in mind when adding foods to 
the diet which have been omitted over a 
considerable period of time. 


Another term frequently used in de- 
scribing food sensitization is “cumula- 
tive reactor.” This refers to foods which 
do not cause symptoms unless they are 
used for three to seven meals in close 
succession. They are absolutely asymp- 
tomatic if taken once a day, every other 
day, or once every third day. It is impor- 
tant to make the diagnosis of “cumula- 
tive reactions’ because we can then in- 
crease the number of foods in the pa- 
tient’s diet by interval usage of the foods 
with the cumulative type of sensitiza- 
tion. There is only a difference in de- 
gree between latent sensitization and 
cumulative reaction. 


The next term of importance is “‘con- 
comitant food sensitization.” This im- 
plies a reaction to a food in the presence 
of an inhalant which does not occur 
when the food is ingested in the absence 
of the specific airborne product. There 
is often a concomitant reaction between 
foods and dust, although those between 
pollen and foods are more commonly 
known. It is of great interest to know 
that when a patient eats a food for 
which there is a concomitant reaction, it 
results in an increased sensitization, the 
endpoint of reaction may shift one dilu- 
tion (1:5 dilution), necessitating a 
dropping of the dose during the period 
of this food reaction. When the effect 
of the food has disappeared, the dose 
must again be increased to its previous 
level. In patients who have a very nar- 
row zone of relief from inhalant treat- 
ment, this change of sensitization result- 
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ing from the use of a concomitant food 
reactor becomes of great importance. 
Incidentally, there is an increase of sen- 
sitization in the presence of certain spe- 
cific infections, and in these cases, too, 
the therapeutic inhalant dose must be 
temporarily lowered. There are other 
implications of the concomitant reaction. 
Suppose you work out a patient’s diet in 
the ragweed season and must eliminate 
a number of important foods. It should 
not be assumed that these foods need 
be omitted after frost. In fact, it is an 
obligation on the part of the diagnosti- 
cian to determine whether such foods 
must continue to be banned after frost. 
The end of the hay fever season in vari- 
ous parts of the country may differ, but 
in ours it occurs when the temperature 
has fallen to 25 degrees Fahrenheit and 
there has been at least an inch of rain. It 
is a surprising fact that during the past 
two years of continued drouth, in a num- 
ber of instances the inhalant (pollen) 
doses had to be continued up until early 


January. 


There is another food reaction which 
we term “synergistic.’’ This is not near- 
ly as common as formerly thought. The 
effects of two allergenic foods are not 
added, they are multiplied. It is not 4 
plus 4 equals 8; it is 4 times 4 equals 
16. Here, again, careful study of these 
foods individually shows that each alone 
produces symptoms. However, a super- 
ficial history-taking will include the 
statement of the patient that he has 
trouble only when the two foods are tak- 
en together. 


Finally, we come to the type of food 
sensitization which, above all others, 
concerns specialists in otolaryngology. 
This is the thermal type of food sensi- 
tization. There may be many other fac- 
tors involved in this reaction beside al- 
lergy, but as long as allergy is a trigger 
mechanism and its control means relief 
for the patient, and until such time 
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as there is specific therapy for the 
thermal mechanism, it is imperative that 
these patients be studied and diagnosis 
made specifically. The distinguishing 
feature of the thermal type of food sen- 
sitization is that it produces the charac- 
teristically clear nasal secretions of the 
allergic reaction for approximately for- 
ty-eight hours, then the secretion be- 
comes purulent, the temperature rises, 
and the purulent secretion continues for 
at least three days. This is true when 
there has been only one exposure to the 
antigen; the disorder automatically 
clears up in five days. Clinically, a most 
common manifestation of this type of 
reaction is seen in the patient with asth- 
ma who reports that he had a cold and 
after forty-eight hours it slipped down 
into his chest and gave him asthma. Ac- 
tually this is due,.in many instances, to 
a single allergen, either a rare inhalant 
or a food. Of course I am assuming that 
such patients have been subjected to a 
very exacting and accurate diagnosis of 
inhalant allergy. Therefore, the possibil- 
ity of an inhalant causing a reaction of 
this type is materially reduced, yet it 
may occur in patients who have sensi- 
tizations to rare inhalants. It is inter- 
esting that the individuals with thermal 
food sensitizations become acutely sen- 
sitive to chilling as a result of eating the 
allergenic food. They are not aware of 
the fact that this chilling is the result of 
an allergic reaction. They are only con- 
scious of their sensitiveness to cold and 
deliberately protect themselves ; and the 
more they protect themselves from vari- 
ations in temperature, the more highly 
sensitive they become to such changes. | 
Therefore, some of these patients may 
lead almost cloistered lives; they do not 
engage in any winter activities or normal 
outdoor exercises. Patients with thermal 
food allergies may have other types of 
food sensitization. In one instance a 
patient was extremely sensitive to wheat. 
This would result in an antrum infec- 
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tion if the patient was exposed to a tem- 
perature of 35 degrees Fahrenheit. 
However, at the identical time far more 
severe nasal allergic symptoms were 
produced by orange juice; they resulted 
in the total occlusion of both nares over 
a period of hours, yet this allergic re- 
action to orange juice never resulted in 
purulent secretions and a rise in tem- 
perature. There is a difference, there- 
fore, in the type of allergic reaction to 
certain foods, and this difference is the 
predisposing factor in the development 
of infectious processes or so-called in- 
fectious processes. 


When infection occurs, it should be 
treated as such and not just as an al- 
lergy alone. Conversely, the probability 
of allergy should be evaluated in many 
patients with recurrent infections. A 
few of these patients are allergic and 
yet fail to react to ragweed, to dust, to 
Alternaria, or to a combination of these 
three. Titration tests for sensitivity to 
these allergens should be performed in 
keeping with the indicated procedure 
in order to avoid reactions. As an ex- 
ample of this, I recall seeing a patient 
in Dr. Hansel’s office whose history 
was that of more or less continuous 
colds. He had a great deal of purulent 
nasal secretion, and when taking the 
history Dr. Hansel felt that “this surely 
must be an infection.’”’ However, he de- 
cided “just for fun” to run a nasal 
smear. The smear contained approxi- 
mately 98 per cent eosinophils. This ex- 
perience impressed me with the impor- 
tance of a complete examination of pa- 
tients with recurrent colds. One final 
point of interest: an untreated or in- 
correctly treated patient sensitive to 
house dust may also have an acute sen- 
sitization to cold. 


PENICILLIN REACTIONS 


All of you have had experience in the 
use of penicillin and are acquainted 
with the occasional occurrence of peni- 
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cillin reactions. While this is not directly 
a food problem, it is closely related to 
certain foods, namely those containing 
yeast. There is a synergism between va- 
rious yeast-containing foods and a peni- 
icillin sensitization, which, in some in- 
stances at least, is the cause of long- 
continued penicillin urticaria. I can think 
of no other cause of urticaria which 
will persist for the length of time 
that is sometimes observed following a 
reaction to penicillin. In testing patients 
for penicillin we make dilutions in the 
same way as we do with pollen. The 
testing is started and is continued by the 
coseasonal technique.? The endpoint of 
reaction is not a wheal with a zone of 
erythema; the papula is merely pink at 
the end of ten minutes. Treatment con- 
sists of approximately .10 cc. of the end- 
point dilution, followed in 48 hours by 
.20 cc., and followed in 72 hours by .30 
cc. In a series of fifteen cases treated 
in this manner, three of the patients vio- 
lently ill, complete freedom of symptoms 
was obtained following the three injec- 
tions. However, in treating these pa- 
tients we eliminated all yeast-containing 
foods, including all fermented drinks, 
root beer, all cheeses, bread, vinegar, 
and any of the cereal grain foods en- 
riched with these products. After free- 
dom from symptoms had been obtained 
for several weeks, the foods have in all 
cases, in our present experience, been 
returned to the diet without a flare of 
symptoms. Not all patients will actually 
have a synergism between yeast-contain- 
ing foods and penicillin, but the fre- 
quency is high. 


Following Hansel’s use of TOE in 
the treatment of patients sensitive to 
trichophytin, oidiomycin and epidermo- 
phytin, we have also found a synergism 
between yeast-containing foods and the 
eruption due to these infections. It has 
been our experience that bread and vine- 
gar are the two most potent synergistic 
yeast contacts. 
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FOOD TESTING BY THE 
OTOLARY NGOLOGIST 


An ideal setup in the office would be 
to have a room set aside for food testing, 
with a trained technician in attendance. 
However, this is not always possible. In 
lieu of this, we have advocated, and a 
number of otolaryngologists are using, 
the technique hereafter described. 


The suspected foods are eliminated 
from the diet for four days. The patient 
eats a normal breakfast and reports to 
the office after he has been without food 
for four hours, without water for one 
hour, and without smoking for two 
hours. The patient’s nose and throat are 
examined for the presence and amount 
of secretions and obstruction. The food 
is then fed and the patient observed so 
that any coughing, sneezing, or other 
signs, can be recorded. The nose and 
throat should be re-examined at the end 
of forty minutes, and at the end of nine- 
ty minutes. It is possible to observe four 
patients without too much interference 
with other work, by carrying out this 
technique. There should be some definite 
training of the patient to observe and 
record symptoms. We first teach our pa- 
tient what to record and then give him 
instructions for registering symptoms in 
a printed form. This will prove to 
be accurate in approximately 85 per cent 
of the tests. The interest and coopera- 
tion of the patient are very important 
factors in therapy. It is my plan to re- 
move no food from the patient’s diet 
unless we are able to precipitate symp- 
toms. Certainly a food should not be re- 
moved solely because a patient “thinks” 
it bothers him. It should be checked, and 
if it does not produce symptoms, it 
should continue in the diet. 


Another procedure includes the use 
of diet charts. But diet charts are not as 
satisfactory as we would like for them 
to be; the best they can do is to indicate 
the variety of foods the patient is using, 
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and the constancy and kind of symptoms 
which he may have. They may reveal the 
reactions the patient has at four-day or 
five-day intervals. Foods taken every 
other day, or every third day, or daily, 
may be a cause of symptoms. This can- 
not be determined by the use of diet 


Again, you may wish to use the elim- 
ination diet. The best elimination diet is 
one made up of foods which a patient 
has not used for six months or longer, 
plus cane sugar, Crisco or other hy- 
drogenated vegetable oils. I have never 
seen a proved sensitization to hydro- 
genated cottonseed oil, although at pres- 
ent a problematical sensitization is un- 
der study. I have seen only a few cane- 
sugar-sensitive patients, so we invariably 
use cane sugar. Beet sugar is more apt 
to cause allergic reactions than cane 
sugar. A patient may be kept on this re- 
stricted diet for four or five days, then 
additions are made to the diet by the 
escalator system. It is not a wise plan to 
place patients on a diet of one, two, or 
three foods. This is due to the fact that 
when a patient is so ill that it is impos- 
sible to make a specific diagnosis with- 
out restricting him to one or two foods, 
he is too ill to be placed on such a re- 
stricted diet. This is a matter of pure 
logic. If a patient has become sensitized 
to a great number of foods, it is evident 
that he must sensitize easily. Therefore, 
the more you restrict the diet, the more 
new sensitizations you will have to deal 
with. You will get much better results if 
you use a widely diversified diet and 
check the important foods in sequence, 
one at a time. 


One can insist that a food-sensitive 
patient use the rotary, diversified diet,! 
because this diet will automatically elim- 
inate the latent sensitizations and cumu- 
lative reactors. In a great number of 
instances, the patient will create a satis- 
factory masking and the severity of 
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many of his most annoying symptoms 
will be reduced, or they may cease al- 
together. However, there is no procedure 
so satisfactory as the specific and abso- 
lute elimination of the foods to which 
the patient is sensitive, until he gains 
tolerance. When tolerance is obtained, 
the patient must be taught how often a 
food can be used without losing his 
tolerance. It is necessary to give the pa- 
tient sensitive to wheat, egg, milk, or 
corn exact information as to where he 
will contact these foods. Many patients 
have no idea what is meant when you 
tell them to quit eating wheat, eggs, or 
milk. Invariably there is always a gro- 
ceryman or a waitress willing to assure 
a patient about a wheat-free bread when, 
in reality, there is no such bread. It nor- 
mally is not possible to purchase rye seed 
free of wheat, so why would it be pos- 
sible to obtain rye bread free of wheat? 


It is important to realize that cross- 
sensitization in the cereal grain family 
is extremely high. Therefore, the foods 
closely related to wheat, even if not 
cross-contaminated with wheat, rapidly 
break down and become active allergens. 


It is also important in food diagnosis. 


and therapy to ascertain whether the 
patient has actually eliminated the food 
to which he is known to be sensitive. 
This requires attention and detailed in- 
struction on the part of the physician. 
Allergic individuals are like diabetic pa- 
tients. They must be indoctrinated in a 
whole system of care and knowledge, 
and a casual resume of the problem will 
not be effective. Before you decide that 
the patient has failed to respond to treat- 
ment, make sure that he has actually 
eliminated the foods to which you have 
proved him to be sensitive. 


Another fact of great importance. The 
earlier in life a patient has become sensi- 
tive to some foods, the easier it is for 
him to become sensitive to others. A 
five-year-old child with a severe peren- 
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nial nasal allergy which he has had since 
he was eight months of age, sensitizes 
easier than the person who has lived 
forty years before developing any food 
allergies. These two individuals must 
be treated accordingly. It is very neces- 
sary in the younger group to spread out 
the diet, to get away from the constant 
usage of a limited number of foods. In 
the patient who develops allergy late in 
life, absolute elimination with moderate 
restrictions is frequently a satisfactory 
procedure. 


SUMMARY 


In the diagnosis of food allergy there 
is need for close observation of the pa- 
tient and exacting specific diagnosis be- 
fore assuming that the symptoms have a 
psychosomatic origin. 


There is a need for continuous history 
taking and evaluation of the cause-effect 
relationship. It is, therefore, important 
that patients be under observation for 
at least a twelve-month period. 


The physician should realize the lim- 
ited value of skin tests for foods, should 
be aware of the different types of food 
allergy, and should be conversant with 
the possible responses to the ingestion of 
foods, particularly the masking effect 
and the hyperacute reaction when a food 
is eliminated for a short period of time. 


In the practice of otolaryngology 
there will normally be a great number of 
patients with thermal types of food re- 


actions. 


It is important in the treatment of 
reactions to penicillin and to TOE to 
evaluate yeast-containing foods, which 
may, and frequently do, have a concomi- 
tant effect. 


Finally, determine whether the patient 
sensitizes easily or slowly and arrange 
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a diet which is compatible with the type 
of this patient’s tolerance. 


In all cases furnish patients who are 
sensitive to complex foods, such as 
wheat, corn, eggs, milk, printed instruc- 
tions concerning specific attacks. Re- 


check with the patient and make sure in- 


structions are being followed. 


HERBERT J. RINKEL 
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A CONJUNCTIVAL IRRIGATOR 


WattTerR H. Fink, M.D. 
MINNEAPOLIS, MINNESOTA 


THE conjunctival irrigator consists 
of a specially constructed goose-bill 
metal tip, two inches long, attached to a 
three-ounce rubber ear syringe (fig. 1). 
There is a slit opening in the tip, by 
which a broad thin stream of fluid is 
obtained. 


The advantage of the instrument is 
that the tip is easily inserted under the 
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Ficure 1. 


lids so that the cul-de-sac can be thor- 
oughly irrigated. 
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NEW CLIPS AND CLIP-APPLYING FORCEPS FOR SCLERAL 
SHORTENING PROCEDURE 


Ramon Castrovieyo, M.D. 
NEW YORK, NEW YORK 


FIG. 1—(A) Clip-applying forceps. (B) Detail of the jaws holding the clip. (C) Monel metal clip. (D,E,F ) 


Application of the clips to the folded sclera. 


In the June 1955 issue of the Ar- 
chives of Ophthalmology, Dr. William 
G. Everett reported a new scleral short- 
ening operation consisting of folding 
the sclera outwards and maintaining the 
fold by matiress sutures. In his article, 
Dr. Everett states that since the prep- 
aration of his paper, he has learned of a 


From the Department of Ophthalmology of St. 
Vincent’s Hospital, New York, New York University 
Postgraduate Medical School and New York Eye 
and Ear Infirmary. 
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similar operation independently devel- 
oped by me. It is correct that at the same 
time that Dr. Everett was conducting his 
experimental and clinical studies, I was 
also carrying out similar studies on hu- 
mans. Dr. Everett’s operation, if not 
identical, has all the basic characteristics 
of mine, evaluation of subretinal fluid, 
an outward fold taken in the sclera, and 


maintenance of the fold by mattress 
sutures. 


I would like now to report a further 
simplification of scleral shortening pro- 
cedure for the treatment of retinal de- 
tachment, using metal clips instead of 
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FIG. 2—Different steps of the operation. 


sutures to hold the scleral fold. These 
clips made of Monel metal are 4 mm. 
long, with teeth measuring 0.25 mm. 
(fig. 1, C). The clips are held by a clip- 
applying forceps (fig. 1, A and B) pro- 
vided with small ridges at the end of the 
jaws which prevent the clips from slip- 
ping. A coil spring provides enough 
tension to keep the jaws sufficiently taut 
to hold the clips. Rings for index finger 
and thumb permit the surgeon to open 
the forceps to engage the clips. These 
clips are applied after the subretinal 


{fluid has been drained through a dia- 


thermocoagulation puncture, made ap- 
proximately at the equator, enlarged 
with a punctum dilator (fig. 2, A and 
B). The sclera is folded with the aid of 
fixation forceps. The clip held by the 
clip-applying forceps is then brought 
into position and, by closing the forceps, 
is left securely in place (fig. 1, D, E, F, 
and fig. 2, C and D). Clips are applied 
every 7 to 8 mm., and as many as may 
be necessary are used to complete the 
desired length of the fold (fig. 2, E). 
The fold is made along the equator of 
the eye. After completing the fold, a 
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fairly normal tension is generally main- 
tained in the globe. About 4 to 5 mm. 
behind the fold, the sclera is treated with 
diathermocoagulations and air is in- 
jected into the vitreous if an extensive 
detachment still persists at the comple- 
tion of the operation. 


The metal clips here reported have 
been used in five cases, most of them 
very unfavorable, after one or more 
operations for retinal detachment had 
failed. The clips seem to be well tol- 
erated. The period of postoperative ob- 
servation has ranged from two months 
to over a year. Although it is not pos- 
sible as yet to appraise the final results 
of this new approach to scleral shorten- 
ing because of the small number of cases 
operated upon and the selection of very 
unfavorable cases for clinical study, the 
results so far obtained seem to compare 
favorably with those of other more com- 
plicated scleral shortening procedures. 
The simplicity of this technique should 
make it possible for the average oph- 
thalmic surgeon to employ it in many 
selected cases, and then a more ade- 
quate evaluation of the new method 
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may be expected. The clips and the clip- 
applying forceps are manufactured by 
Storz Instrument Company, 4570 Aud- 
ubon Avenue, St. Louis 10, Missouri. 


Important Note: 

Since the presentation of these new 
instruments and technique, the author 
has further observed two of the cases 
operated upon. Although the retina is 
still maintained in good position, these 
cases have developed persistent conjunc- 
tivitis accompanied by moderate chemo- 
sis and mucopurulent discharge. The 
nature of this persistent ocular irrita- 
tion, which has not responded to treat- 
ment with antibiotics or cortisone, has 
not yet been determined. It is possible 
that the metal clips have caused the in- 
flammatory symptoms by some chemical 
reaction, or more likely that the clips 
have acted mechanically, causing irri- 
tation either to Tenon’s capsule or mus- 
cles. At any rate, until further work has 
demonstrated the innocuity of the clips, 
the new technique should be considered 
still in the experimental stage. 
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NEW MASKS TO LIMIT THE ACTIVE SURFACE OF RADIATION 
IN BETA RAY APPLICATORS 


RaMON M.D. 
NEW YORK, NEW YORK 


In order to limit the active surface 
of radiation of beta ray applicators for 
treating only the particular zone of the 
eye requiring the treatment and to pro- 
tect the surrounding areas, I have de- 
vised some masks which fit snugly over 
the head of the strontium 90 applicator, 
permitting treatment of circular areas 
3 mm. and 5 mm. in diameter, and 
elongated areas shaped with the same 
curvature as the limbus, 2 mm. and 3 
mm. wide and 8.7 mm. long (fig. 1). 
These masks of stainless steel, 0.5 mm. 
in thickness, diminish from 50 per cent 


to 87 per cent the active surface area of 
the applicator and reduce proportionate- 
ly the total dose of radiation received by 
the eye while confining the radiation to 
the desired area. They also protect 
the uninvolved surrounding areas from 
unnecessary radiation and undesirable 
postradiation reactions. The importance 
of reducing the area of treatment as 
much as possible and diminishing the 
dosage of radiation received by the eye 
should be strongly emphasized because, 
contrary to some reports minimizing 
the danger of beta radiation, overtreat- 


FIG. 1—Screening masks to limit the active surface of radiation of the strontium 90 applicator. 


From the Department of Ophthalmology of St. 
Vincent’s Hospital, New York, New York University 
Postgraduate Medical School and New York Eye 
and Ear Infirmary. 
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ment may cause very serious complica- 
tions, including the loss of the eye. 


These masks are supplied by Techni- 
cal Operations, Inc., 6 Schouler Court, 
Arlington 74, Massachusetts. 
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FLUORESCEIN APPLICATORS: FLUOR-I-STRIPS 


Sotomon S. Brav, M.D. 
PHILADELPHIA, PENNSYLVANIA 


and 


Ropert R. FEINSTEIN 


UNION CITY, NEW. JERSEY 
BY INVITATION 


Ficure 1. 


THE use of fluorescein as a diagnostic 
agent for the delineation of corneal for- 
eign bodies and injuries was introduced 
by Phliger in 1882. Other dyes have 
since been suggested, but because of the 
sharply defined area obtained with 
fluorescein, it has remained the stain of 
choice. 
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There are a number of objections to 
fluorescein solution which are well 
known to all ophthalmologists. The most 
serious of these concerns sterility of so- 
lution. The hazards inherent in con- 
taminated solutions have been reported 
by many investigators. Theodore and 
others have shown that fluorescein pro- 
vides an excellent culture medium for 
Pseudomonas aeruginosa (B. pyocyane- 
us). This contamination can occur 
within a short period of time after 
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a sterile bottle of fluorescein has been 
opened, due to subsequent handling and 
excessive exposure. 


Kimura’s suggestion, that filter papers 
be impregnated with fluorescein and au- 
toclaved, appeared to us to be a possible 
solution to this problem. However, ordi- 
nary filter paper proved unsatisfactory 
for this purpose because the lint-free 
variety is too hard and too stiff. The 
soft filter papers contain too many 
fibers protruding from the surface of 
the paper; these fibers upon impregna- 
tion and drying, harden to form minute, 
needle-like, highly irritative crystals. It 
was, therefore, necessary to develop a 
bibulous paper which could be coated 
with sufficient fluorescein so that when 
it was applied to the eye, a clinically 
satisfactory stain of the cornea could be 
obtained without additional trauma. 


We wish to present a new instrument 
for applying fluorescein to the eye un- 
der ideal aseptic conditions without ir- 
ritation to the globe. 


An especially developed sulfite pa- 
per, which does not contain the mela- 
mine resins customarily used to increase 
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the wet strength of the paper, is coated 
with a known concentration of fluores- 
cein sodium paste into which a spread- 
ing factor has been incorporated. These 
strips of paper have been laminated be- 
tween waterproof impermeable grips at 
one end to enable the ophthalmologist to 
handle the strips without contamina- 
tion. These Fluor-I-Strips are obtain- 
able in glassine envelopes which have 
been heat-sealed and sterilized (fig. 1).* 


At the time of application, the curved 
end of the strip is inserted into the low- 
er cul-de-sac over the punctal area and 
the patient is instructed to close the 
lids. Satisfactory staining is obtained 
within two to ten seconds. No irrigation 
is required. 


The problem of Bell’s phenomenon is 
obviated, since the incorporated spread- 
ing agent provides for sufficient diffu- 
sion of the stain. 


Fluor-I-Strips can also be utilized for 
the Schirmer test, providing a satisfac- 
tory measurement of tear function while 
simultaneously staining the cornea. 


*These fluorescein applicators are obtainable from 
Ophthalmos, Inc., Union City, N. J. 


AN IMPROVED TANGENT SCREEN 


D, GuNKEL, O.D. 
BETHESDA, MARYLAND 
BY INVITATION 


THIs tangent screen is of unique de- 
sign and incorporates the following fea- 
tures: 

1. Standard 4-foot-square black fabric 
screen with central fixation point. 


From Ophthalmology Branch, NINDB, National 
Institutes of Health. 
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2. Distance of 1 or 2 meters from head 
rest, as desired. 


3. Noiseless test objects of any desired 
size and color. These are manipulat- 
ed, without a wand, by a magnet hid- 
den behind the screen. The operating 
lever is at a suitable distance to the 
side of the screen to prevent distrac- 
tion of the patient. 

4. Automatic recording on a conven- 
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Ficure 1. 


tional type of field chart by a simple a. 
mechanical device. A pantograph di- 
rects the recording device accurately. 


5. An adjustable occluder is placed on 
the otherwise conventional head rest. 


6. The need for pins, tacks, wand, }4, 
chalk, pencils, grid-projector and 
other accessories is eliminated. 


7. The operator is in a position to ob- 
serve the patient’s gaze at all times, 
without moving into the patient’s 
field of vision. 


8. A circular fluorescent light about the 


Remote control removes the following 
distracting factors: wand, movement 
of arm in visual field, use of pins, 
tacks or chalk to mark isopters, and 
most of the noises common to other 
tangent screens. 


. Reduction of examination time to one- 


half reduces fatigue of patient and ex- 
amuiner. 


. Mechanical recording eliminates in- 


accuracies of transferring record from 
tangent screen to paper by pencil. 


All good features of a standard size 


head rest, giving uniform illumina- tangent screen at 1 or 2 meters distance 
tion of desired intensity, is optional “' preserved. 


equipment with this screen. 


The device is simple in construction 


This improved tangent screen in- and therefore could be manufactured and 
creases accuracy in three ways: sold at a nominal price. 
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AN AID TO REFRACTING THE EYES OF 


THE DEAF PATIENT 


James D. Morrison, M.D. 
BILLINGS, MONTANA 


THE ophthalmologist often finds him- 
self handicapped when called upon to 
refract the eyes of the deaf patient, ei- 
ther because the patient has not been 
fitted for a hearing aid, or has left the 
hearing aid at home, or has a nonfunc- 
tioning hearing aid. The difficulty is too 
often determined after the patient is in 
the chair awaiting a refraction. 


The examiner is advised to bring an 
audiometer into the room to aid him in 
his examination. This can be done if the 
doctor has an audiometer at his disposal. 
The use of an audiometer, while better 
than nothing, has several disadvantages : 
(1) it is a large heavy instrument, often 
kept in another room and easily mal- 
adjusted by movement; (2) the setting 
up takes time; (3) most instruments 
cannot amplify sound into both ears at 
the same time; and (4) the microphone 
has to be held with one hand; when it is 
laid down on the examining table, it 
causes unpleasant sounds in the pa- 
tient’s ear. 


I have frequently found myself handi- 
capped in my attempt to examine the 
deaf patient. At meetings, I have asked 
the representatives of various hearing 
aid companies if an instrument for this 
purpose is made, but have always been 
asked, “Why not fit the patient with 
our hearing aid?” As a result, I have 
assembled the following apparatus for 
my convenience: (1) a microphone held 
in place by a wire around my neck; 
(2) an amplifier and rectifier connected 
with the 110 volt alternating current; 
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Ficure 1. 


Ficure 2. 


(3) headphones for both ears. The am- 
plifier unit can be adjusted for volume 
input from the microphone, frequency 
of tone and volume of tone. 


The amplifier unit is on the back of 
my examining table, out of the way, and 
when not in use, the microphone and the 
headphones hang on a convenient hook 
(fig. 1). While using this apparatus I 
have both hands free (fig. 2). 
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A NEW MODIFIED LENS CAPSULE 


FORCEPS 


RicHarp E, Lercu, Jr., M.D. 
HOUSTON, TEXAS 


ff 


Ficure 1. 


OPHTHALMIC surgeons who deliver 
the lens with a twelve o'clock grasp 
have long been troubled by the iris 
when performing a round pupil extrac- 
tion. The modified lens capsule forceps 
was devised to reduce iris trauma to 
the lowest possible degree and to facili- 
tate the securing of an adequate grasp 
of the upper pole of the lens.* 


A capsule forceps with Arruga jaws 
was modified by forming a lip on the left 
blade (fig. 1). The lip extends the 
length of the jaw and is 1 mm. in width. 
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The lower quarter of the lip is flat, but 
the upper quarter is sharply beveled. 
The beveled upper surface of the lip 
allows the iris to slip freely from the lip 
as delivery of the lens proceeds. 


The normal technique of lens delivery 
from above needs to be modified only in 
the following respects: The lip of the 
left blade is placed under the iris border, 
which is gently retracted to expose the 
upper pole of the lens. When an ade- 
quate grasp of the lens has been accom- 
plished, an anterior and caudal motion 
of the capsule forceps is carried out. 
With this maneuver, the iris quickly 
slips off the forcep lip, and the remain- 
der of the cataract extraction is carried 
out in the normal manner. 
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AN EYE TEMPLATE 


Maurice D. PEARLMAN, M.D. 
CHICAGO, ILLINOIS 


Tuts simple device is a flat, molded, 
clear plastic plate with variously-shaped 
holes which enable the ophthalmologist 
to trace outlines of the eye or its com- 
ponent parts quickly and uniformly on 
any office, clinic or hospital record. It 
should be useful to those who prefer 
labelled illustrations instead of exten- 
sive descriptions on their clinical rec- 
ords. In using this template, the need 
for special rubber stamps or printed 


Palpebral fissure, lids and caruncle 

. Frontal and lateral views of cornea 
Frontal and lateral views of lens 

. Frontal and lateral views of globe 

. Fundus, including disc 

. Gonioscopic diagram of anterior 


chamber angle 
g. Modified visual field chart 


mo 


Two parallel millimeter scales are in- 
corporated on the long edges to measure 


FIG. 1—Pearlman eye template. The two parallel millimeter scales on the long edges are 


not shown in this picture. 


forms is obviated; only a pencil or pen 
is necessary to trace outlines of any of 
the following: 
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lesions, pupils, palpebral fissures, inter- 
pupillary distances, etc., and also for 
exophthalmometry. This last measure- 
ment is made by placing one of the 
specially notched corners against the 
lateral orbital rim (as is done with the 
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Palp.fissure Cornea Globe 


Fundus lens Gonioscopy 


FIG. 2—Sample tracings made with the eye template. 


Luedde exophthalmometer) and sight- The template is designed to fit con- 
ing obliquely for the reflected image of veniently in a coat or shirt pocket. 

the corneal surface on the tops of the This eye template is distributed by 
two scales to eliminate parallactic error. the House of Vision, Inc., Chicago. 
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SURGICAL PILLOW 


NoeEt T. Stmmonps, M.D. 
ALEXANDRIA, LOUISIANA 


On the first model of my surgical 
chair, the original arms of the treatment 
chair were retained. As these arms were 
too narrow and short for my purposes, 
a pillow was designed to supplement 
them (fig. 1). It was made by an auto- 
mobile upholsterer. On the new model 
chair the arms are extended and wid- 
ened, and the pillow is not used with it; 
but if one prefers to operate standing, 
the pillow supplies a very convenient 
rest for the hands. The pillow has the 
following dimensions: 22 inches wide, 
8 inches deep and 5 inches high. The 
sides for hand rests are 5 inches wide. 
The head space is 10 inches wide, al- 
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folded 
towels may be used to raise the eye to the proper 
level. 


FIG. 1—Surcgical pillow. Three or four 


lowing space for draping. Three or four 
folded towels are placed in the pillow 
under the head to raise the patient’s eye 
to the proper level. 


SURGICAL CHAIR 


NoeEt T. Stmmonps, M.D. 
ALEXANDRIA, LOUISIANA 


FoLLowINnG the Sixteenth International 
Congress of Ophthalmology in London 
in 1950, it was my pleasure to visit the 
Barraquer Clinic at Barcelona. I was 
quite impressed by the chair that Dr. 
Barraquer sat in to do his surgery and 
was disappointed to learn that it was 
made in their own machine shop and 
could not be purchased on the market. 
I later visited Dr. Watson Galey’s clinic 


Presented as a New Instrument at the Sixtieth An- 
nual Session of the American Academy of Ophthal- 
mology and Otolaryngology, Oct. 9-14, 1955, Chicago. 


at Bloomington, Illinois, and saw his 
operating stool and special table. Both 
of these setups required specially built 
operating tables, as both the Barraquer 
chair and the Galey stool were of stand- 
ard chair height. 


To improvise a surgical chair which 
could be used with a standard operating 
table, an ordinary specialist’s treatment 
chair was modified by a local machine 
shop as follows: The legs were made 
twelve inches longer, and a secondary 
base having four rollers which work on 


494 


- 
* 
i { 
¥ 
- 
= 
a | 
* 


1956 
a lever which raises and lowers the chair 
off of the rollers was added (fig. 1). A 
footrest sixteen inches below the seat 
was also added, and the arms of the 
chair were widened laterally to 6 inches 
and lengthened to 17 inches to give sup- 
port to the hands (fig. 2). The anterior 


FIG. 1—Surgical chair. Rollers tilted; chair resting 
on legs. 


FIG, 2—Surgical chair. The new arm, widened lat- 
erally, as compared with the original arm. 
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ends of the arms were elevated 1 inch 
higher than the posterior ends. A diag- 
onal brace was also added to the arm 
rest, extending 10 inches below it. Three 
or four layers of cotton padding were 
placed on top of the arms and held in 
place with roller bandage and stockinet. 
The seat can be cut out slightly on each 
side like a bicycle seat, if the surgeon’s 
thighs are very ‘arge. A sponge rubber 
pad lessens discomfort and fatigue. 


The patient’s head is placed as close 
to the head of the table as possible, and 
the head of the table may be elevated 
one or two notches, depending on the 
patient’s posture. A small sandbag is 
placed on each side of the head but 
usually no pillow is used. The surgeon 
sits in the chair and adjusts the table 
height before scrubbing. After the pa- 
tient is prepared and the surgeon has 
scrubbed, sterile pillow cases are slipped 
around the arms of the chair. The sur- 


FIG. 3-——Surgical chair in use. Note arm and hand 
at rest. 
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geon then sits in the chair and the cir- 
culating nurse pushes the chair, with 
the surgeon in it, up to the proper posi- 
tion to operate (fig. 3): slightly to the 
right of center for the right eye, and 
center or slightly to the left of center for 
the left eye, for a right-handed opera- 
tor. The chair is then let down off the 
rollers for absolute stability. 


It is my opinion that the use of this 
chair will give the occasional operator 
confidence and skill approaching that 
of the free-handed artist. For those who 
do a great deal of surgery, it eliminates 
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enough stress and strain to justify its 
use ; | have done as many as seven oper- 
ations in one day with remarkably little 
fatigue. 


A head light was also copied from 
one used by Dr. Barraquer (fig. 3). I 
find it most satisfactory for use during 
all operative procedures except detach- 
ments, when it is in the way of the oph- 
thalmoscope, and capsulotomies or dis- 
cissions of capsular cataracts, when I 
can see better with the light projected 
into the eye from one side. 


ing for such presentations. 


NEW INSTRUMENTS 


If you have a new instrument which you wish to report at the annual 
meeting of the Academy in October, please notify the Secretary in charge 
of your Scientific Section as soon as possible. The deadline is September 15. 
It will not be possible, as formerly, to make arrangements during the meet- 


The Secretary for Ophthalmology is Dr. Kenneth L. Roper, 55 East 
Washington Street, Chicago 2. Dr. Lawrence R. Boies, E537 University 
Hospital, Minneapolis 14, is Secretary for Otolaryngology. 
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BRONCHOSCOPIC BIOPSY SPOON 


G. ZAKHARY, M.B., Cu.B. 
CAIRO, EGYPT 
BY INVITATION 


I UNDERTOOK to design this new sur- 
gical bronchoscopic biopsy spoon (fig. 
1) because of the high percentage of 
negative results when ordinary biopsy 
forceps are used, especially in cases in 
which the growth is in one of the upper 
lobe bronchi. 


The handle of the instrument forms 
a vertical limb about 10 cm. long, suffi- 
cient for a gentle hand grip. At one end 
of the handle there is an insulated 
socket into which the plug of the dia- 
thermy cord can be easily fitted if the 
instrument is going to be used for cau- 
tery. During biopsy the cord should be 
removed. The other end of the handle 
joins the horizontal limb. It is narrowed 
on both sides so that it does not ob- 
struct the vision of the surgeon. 


The horizontal! limb is about 50 cm. 
in length (a few centimeters longer than 
the adult bronchoscope or esophago- 
scope) and about 3 mm. in diameter. It 
is semiflexible, which serves to diminish 
trauma to the mucous membrane of the 
bronchi during surgical manipulations. 
At its free end there is a socket about 
1 cm. deep into which the cutting or cau- 
terizing ends can be screwed for a 
length not less than 8 mm. Due to this 
mechanism there is no danger of any of 
these ends slipping off inside the 
bronchus or esophagus. 


The cutting ends are 2 to 3 cm. long 
and are formed of three parts: (1) the 
screw end; (2) the central part, which 


Chief ear, nose and throat surgeon-bronchoscopist of 
the Chest Hospitals, Ministry of Public Health, 
Cairo, Egypt. 
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is about 2 cm. long and is made of spiral 
malleable metal with a spring action; 
and (3) the cutting end, made of stain- 
less steel. The cutting end which I use 
most often (fig. 2) has a champagne-cup 
shape, with a sharp castellated edge. The 
cup holds the tissue after it has been 
cut. Other ends which have been de- 
signed are a cutting fork end, a bi- 
angular cutting end with a hook, and 
straight, curved, rounded and oval cu- 
rets with sharp or blunt edges. 


The whole handle and the cutting end 
work with a lever action with a slight 
rotatory movement. 


This bronchoscopic biopsy spoon has 
value mainly in biopsy from the upper 
lobe bronchi. I do not advise using it 
for biopsy from the esophagus, as the 
likelihood of injuring the mucous mem- 
brane is more than with ordinary bi- 
opsy forceps because of the differences 
in the anatomic features of the bron- 
chus and the esophagus. 


Apart from the use of this instru- 
ment in biopsy, the handle can accom- 
modate cauterizing ends for high fre- 
quency currents (diathermy). This is 
of value in cases with lesions that need 
intrabronchial or intraesophageal elec- 
trocoagulation; for example, in exces- 
sive intrabronchial bleeding, following 
biopsy, which does not respond to ordi- 
nary measures. 


In cases of bronchial stenosis due to 
healed tuberculous ulcerative bronchial 
lesions, I do lineal cauterizations at right 
angles to the fibrous tissue bands form- 
ing the stenosis. This causes the forma- 
tion of regular bands of fibrous tissue 
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FIG. 1—Bronchoscopic biopsy spoon. 


FIG. 2—Cutting end with champagne-cup shape and 
castellated edge. 


which pull on the original bands, result- 
ing in widening the stenosed lumen of 
the bronchus in moderate degree. 


This procedure should be done by 
expert hands, and for obtaining more 
successful permanent results, pneuma- 
tic bronchial dilatation should be car- 
ried out not more than seven days be- 
fore the date of cauterization. For this 
purpose I have designed different cau- 
terizing ends, conforming to the direc- 
tion and shape of the stenosis (fig. 3). 


FIG. 3—Cauterizing ends. 


With regard to esophageal lesions, 
one use of this instrument is in the cau- 
terization of varicose veins in the distal 
third of the esophagus, which sometimes 
result in severe hemorrhage. 


The lumen of an adult bronchoscope 
or esophagoscope easily accommodates 
both the instrument and the suction tube, 
so that all the manipulations can be done 
under direct vision, making the proce- 
dure very safe and accurate. 


Dr. H. J. Moersch, head of the bronchoesophageal 
section at the Maye Clinic, was interested in the 
instrument and had a copy made of it. It is under his 
clinical trial. 

I am grateful to the Mayo Clinic for their assistance 
in making lantern slides. 
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CLINICS IN MEXICO 


At the Clinics in Mexico last October 
we were privileged to see patients with 
unusual eye diseases. In one hospital 
there were demonstrated to us at one 
time seven patients with the rare disease 
of the eyes and skin known as the Vogt- 
Koyanagi syndrome and Harada’s dis- 
ease. Such cases are seldom seen in the 
United States. We were also shown two 
patients with Rothmund’s syndrome, a 
rare disease occurring in children in 
which congenital cataracts are also 
found. There were many other unusual 
eye conditions demonstrated to our 
group of visiting doctors. A very inter- 
esting demonstration of fundus photo- 
graphs was enjoyed by the Academy 
group in the Hospital for the Prevention 
of Blindness. A large number of photo- 
graphs of rare eye conditions were 
shown and discussed by the hospital 
staff. 


The announcement that Clinics in 
Mexico City will again be offered fol- 
lowing the Chicago meeting has received 
a very enthusiastic response. Your de- 
posit for the visit automatically registers 
you for the Clinics. Are you going? 
Clinic bookings are ahead of those at 
this time last year. 
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For those unable to go to Chicago, 
registration for the Clinics in connec- 
tion with the land travel will be possible 
in Mexico and arrangements will be so 
made. 


Ask your questions of Leon V. Ar- 
nold, 33 Washington Square West, New 
York 11. You may have a special prob- 
lem. He will give you full information 
promptly. Send your deposit to Mr. Ar- 
nold also. 


On Tuesday afternoon, on the way to 
the Pyramids of the Sun and Moon, we 
shall visit the ruined Monastery of 
Acolman, founded by the Augustinian 
friars in 1539. The building is an in- 
teresting mixture of medieval and Re- 
naissance architectures. At San Juan 
Teotihuacan, the Mexican government, 
in recent years, has begun to rebuild the 
pyramids and to excavate other build- 
ings and chambers. The towering pyra- 
mids will make us appreciate the skill 
of the people who lived here many cen- 
turies ago. The Temple of Quetzalcoatl, 
the legendary white god, and the vast 
Citadel will cause us to wonder how this 
great civilization could have reached 
such an abrupt and mysterious end. 
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Later, to contrast with the pagan 
sights, we shall visit the Basilica of 
Guadalupe, which is the Mecca of the 
millions of Catholic faithful in Mexico. 
We shall see all parts of the great Sanc- 
tuary, including the robe of the humble 
peasant on which appeared the miracle 
printing of the Virgin. 


On our two-days’ motor tour, 
Wednesday and Thursday, we shall 
drive through the “Desert of the Lions,” 
which is not a desert and has no lions. 
In the bougainvillaea-draped suburb of 
San Angel, we shall see the lovely homes 
of Mexico City’s upper class; we shall 
drive through the very modern residen- 
tial section of the “Pedregal,” built on 
the lava flow from the long extinct 
“Xitle’; and we shall visit Mexico’s 
pride in modern architecture, University 
City, the highlight of which is the li- 
brary with its outside walls completely 
covered with mosaics. ' 


Cuernavaca is a favorite resort of res- 
idents of Mexico City; here they find a 
moderate altitude and an even and tem- 
perate climate all the year. A stop will 
be made at the Borda Gardens, where 
Maximilian and Carlota passed so many 
idyllic days. We shall see the Cathedral 
and the Palace of Cortez and have lunch 
at Hacienda Vista Hermosa, a lovely re- 
sort. Driving through the large fields of 
sugar cane and rice, we shall soon come 
to the Sierra Madre mountains where 
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Taxco, the town where time stands still, 
is set like a jewel enfolded by the green- 
clad slopes. 

Romantic Taxco, famous in history 
and legend, has all its original colonial 
charm. The cobblestone streets, the 
overhanging tile roofs, and balconies 
rising tier upon tier are just as they were 
centuries ago. The whole city of Taxco 
is a national monument. Not a building 
can be repaired, no bit of cobbled pave- 
ment can be relaid, nor can a broken 
roof tile be replaced without the approv- 
al of the Commission. The narrow 
streets are lined with scores of little 
shops where silver is being fashioned by 
hand into beautiful jewelry of Aztec and 
modern designs. The famous church of 
Santa Prisca, with its twin towers of 
pink stone, is a highlight. 

The night will be spent at Hotel 
Rancho Telva. It was named for the 
Metropolitan Opera star, Marion Telva, 
who has been a frequent visitor. The 
hotel is an old Spanish-Moorish struc- 
ture with red-tiled roofs, rambling halls 
and rough-beamed rooms, to which were 
added American kitchens and modern 
bathrooms. There will be time to shop 
on Thursday morning, and in the after- 
noon we shall return to Mexico City by 
the Express Thruway. 

See the July-August issue of TRANS- 
ACTIONS for details of our Friday tour 
to Hacienda San Miguel Regla, the Pan- 
American Doctors Club. 
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In Memoriam 


William Anthony Defnet..............-. Detroit, Michigan 
February 1, 1956 


Fayette Ciny sc Pineville, Louisiana 
April 15, 1956 


Henry Joseph Feaster............... Brooklyn, New York 
March 8, 1956 

April 25, 1956 

Perry Oneota, New York 
April 9, 1956 

3 April 1956 

February 29, 1956 

Robert Scntt LAM. Washington, D. C. 
March 4, 1956 

James Devote Perdue. Mobile, Alabama 
May 18, 1956 

March 27, 1956 
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FINANCIAL REPORT 


Annual Audit for Calendar Year — 1955 


May 16, 1956 
American Academy of 
Ophthalmology and Otolaryngology 
Rochester, Minnesota 
Gentlemen : 


We have examined the balance sheet of the 
American Academy of Ophthalmology and 
Otolaryngology, an unincorporated association, 
Rochester, Minnesota, as of December 31, 
1955, and the related statements of operations 
and net worth for the year then ended. Our 
examination was made in accordance with 
generally accepted auditing standards and in- 
cluded such tests of the accounting records and 
such other auditing procedures as we deemed 
necessary in the circumstances. We submit 
herewith our report, which includes the fol- 
low'ne statements : 


Exhibit 


“A”—Balance Sheet, December 31, 1955 

“B”—Statement of Operations, Year ended 
December 31, 1955 

“C”—Analysis of Funds from Special Con- 
tributions 

“D”—Analysis of Net Worth Account 

“FE” —Analysis of Increase in Market Value 
of Securities 


Schedule 
1—Securities owned, December 31, 1955 


FINANCIAL CONDITION 


A balance sheet as at December 31, 1955, 
appears in Exhibit “A.” The nature of the 
various assets and liabilities appearing on this 
balance sheet is described in the following 
comments. 


Current Assets, $72,607.07 


Cash on deposit at the various banks, total- 
ing $47,503.24, was verified by direct corre- 
spondence with the depositories. The funds in 
the Canadian bank are stated in U. S. dollars. 
Petty cash fund of $25.00 was verified by 
actual count during the course of our examina- 
tion. 


Membership dues receivable, in the amount 
of $1,720.00, consists of delinquent dues for 
1955 and prior years which were verified from 
the records only. Other receivables, taken from 
the records without further verification, con- 
sist of amounts due from members and others 
in the sum of $708.75 for slides, abstracts, 


manuals and monographs, and $598.02 due 
from various firms for advertising placed in 
the TRANSACTIONS. 


The inventory of abstracts, manuals and 
monographs, Bound Volumes, slides and film 
strips, in the amount of $22,033.91, was taken 
from the inventory records as prepared by em- 
ployees of the Academy without further veri- 
fication except for testing of prices, exten- 
sions and footings. The major portion of this 
inventory is held by the Academy’s printer 
at Omaha, Nebraska, shipments being made 
as directed’ by the Academy. 


Investments, $223,843.60 


In Schedule No. 1, we present a schedule 
of bonds and stocks which had a market value 
of $223,843.60 on December 31, 1955. U. S. 
Savings Series “G” Bonds are stated at ma- 
turity values rather than at current redemp- 
tion prices. 


These securities are held for safekeeping 
by the Trust Department of the First National 
Bank, Minneapolis, Minnesota, where they 
were inspected by us. Interest earned on bonds 
since the dates on which last payments became 
due has not been accrued. As shown in Exhibit 
“E.” the market value of these securities in- 


creased $13,040.98 during the year. 
Fixed Assets, $116,353.60 


Furniture, fixtures and equipment amounting 
to $12,735.68 represents equipment acquired by 
the Academy over a period of years. Equip- 
ment acquired in years prior to September 1, 
1942, which had been charged to operating 
expenses as purchased, was inventoried and 
appraised at a market value of $1,420.28 as 
of January 1, 1944, and set up on the books 
for that amount. Subsequent purchases of 
equipment have been verified through an ex- 
amination of supporting vouchers, with the 
additions during the current year amounting 
to $959.79. Depreciation has been deducted 
and charged to operations at a rate that ap- 
pears to be adequate. 


Expenditures for motion picture films and 
slides, entitled “Embryology of the Eye,” to- 
taling $40,900.00, and “Embryology of the 
Ear,” with a production cost of $101,462.17, 
represents the cost to complete these medical 
motion picture films and slides by Sturgis- 
Grant Productions, Inc. Prints made from the 
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master film are available for sale at approxi- 
mate cost. The cost of the original films and 
slides is being amortized at a rate that appears 
to be adequate. 


Deferred Charges, $20,957.27 


Unexpired insurance premiums as computed 
by us amounted to $302.82. 


Prepaid postage deposit of $151.20, verified 
by correspondence, represents the balance of 
cash advanced to the U. S. Post Office at 
Omaha, Nebraska, to be used as postage on 
subsequent mailings of the TRANSACTIONS and 
supplements. 


Supplies in the amount of $503.25, as in- 
ventoried by employees without further veri- 
fication by us, consists of lapel buttons which 
are awarded to Senior Fellows. 


Payments totaling $20,000.00 have been 
made to the National Academy of Sciences, 
acting as fiscal agent for the American Reg- 
istries of Pathology. The total cost of the 
project will be approximately $46,600.00. The 
Academy will be reimbursed in part or in full, 
when funds become available from the sales 
of this atlas for which the American Registries 
of Pathology will be the distributor. 


Current Liabilities, $40,351.95 


Accrued expenses of $35,462.57 represents 
unpaid December 1955 printing costs of the 
TRANSACTIONS, cost of manuals and plaques, 
and other office expenses, totaling $6,453.65; 
expenses incurred in connection with the an- 
nual meeting of the Academy held at Chicago 
in October 1955, amounting to $28,132.83, and 
other office expenses totaling $876.09. Accrued 
social security and withholding taxes unpaid 
as of December 31, 1955, amounted to $596.38. 
The Sub-Committee on Noise in Industry did 
not withhold social security taxes from wages 
paid to their employees during 1955; further- 
more the Committee did not pay any social 
security or state unemployment taxes in 1955 
on these salaries, and these liabilities are not 
shown on the balance sheet. 


Prepayments for Bound Volumes, etc., to- 
taling $4,098.00, consists of deposits made by 
members and others for Bound Volumes and 
various periodicals to be delivered in 1956. 


Deferred income, membership dues, totaling 
$195.00, represents dues paid in advance by 
Academy members. 


Undisbursed Funds from Special Contribu- 
tions, $5,521.16 

Undisbursed funds from contributions re- 

ceived and designated for “Specific Projects” 


are analyzed in Exhibit “C,” which shows 
1955 transactions as well as prior year bal- 
ances. 


Net Worth, $387,888.43 


As shown in Exhibit “D,” the net worth of 
the Academy increased from $320,595.21 on 
December 31, 1954, to $387,888.43 on Decem- 
ber 31, 1955. Of this increase, $54,252.24 rep- 
resents the net income for the year, as shown 
in Exhibit “B,” and $13,040.98 consists of the 
increase in market value of securities, as ex- 
plained in Exhibit “E.” 


OPERATIONS 


A statement of operations for the year end- 
ed December 31, 1955, is presented in Exhibit 
“B.” A summary of this statement and a com- 
parison with the results for the year 1954 is 


as follows: [See accompanying table, page 
504. | 


GENERAL 


Upon examination of the insurance policies 
in force, we found fire and extended coverage 
on furniture, fixtures and equipment in the 
amount of $7,500.00 with 809% co-insurance. 
Paper stock, publications, etc., in custody of 
the printer at Omaha, Nebraska, are insured 
for $12,000.00 with 80% co-insurance. This 
coverage has since been increased to $18,000.00 
to meet 80% co-insurance requirements. Com- 
prehensive general liability insurance is in 
force, covering bodily injury in the amount 
of $25,000.00 for each person and $25,000.00 
for each accident. This coverage increases to 
$50,000.00 for each person and $100,000.00 for 
each accident during the coming annual con- 
vention at the Palmer House, Chicago, Illinois. 

Property damage liability is covered in the 
amount of $5,000.00 for each accident with 
aggregate total coverages of $25,000.00. 

Workmen’s compensation insurance, which 
is being carried at the statutory amounts, in- 
cludes coverage for all Academy employees, 
including additional help hired at the annual 
convention. 


The Executive Secretary-Treasurer of the 
Academy is bonded for $25,000.00 and the 
manuscript editor for $2,500.00. Other princi- 
pal office employees are bonded for $1,000.00 
each. It is our opinion that the office employees 
fidelity bond coverage of $1,000.00 is inade- 
quate in view of the large amounts of cash 
handled at convention time. 

The loss of money, securities and other 
property is covered up to $2,400.00 within the 
premises for safe burglary, and $2,100.00 out- 
side the premises against messenger robbery. 
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Increase 
Year 1955 Year 1954 Decrease 
$257,538.66 $250,533.62 $ 7,005.04 
Operating Expenses: 
General Administrative ................ 65,396.77 79,645.63 14,248.86 
Convention expense ..........eeeeeeeees 52,471.57 74,950.75 22,479.18 
Total operating expenses ........... 198,341.82 235,974.40 37,632.58 
Other Income : 
Gain on sale of securities, etc. .......... 35.00 781.75 746.75 
Other Deductions: 
Loss, worthless securities .............- 4,979.60 4,979.60 
$ 54,252.24 $ 15,340.97 $ 38,911.27 


At the annual convention the coverage for loss 
within the premises on money, securities and 
other property is increased to $40,000.00, with 
a limit of $20,000.00 on money. 

We acknowledge the very courteous assist- 
ance extended us by Dr. W. L. Benedict, Ex- 
ecutive Secretary-Treasurer of the Academy, 
and his staff during the progress of this ex- 
amination. 


OPINION 


In our opinion, subject to the comments in 
the preceding paragraphs, the accompanying 


balance sheet and related statements of oper- 
ations and net worth present fairly the finan- 
cial position of the American Academy of 
Ophthalmology and Otolaryngology at De- 
cember 31, 1955, and the results of its opera- 
tions for the year then ended, in conformity 
with generally accepted accounting principles 
applied on a basis consistent with that of the 
preceding year. 


Respectfully submitted, 

BYERS, WOBSCHALL & MILLER. 
Certified Public Accountants 

By Edw. A. Wobschall, C.P.A. 
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EXHIBIT “A” 
AMERICAN ACADEMY OF OPHTHALMOLOGY AND OTOLARYNGOLOGY 
Balance Sheet as at December 31, 1955 
ASSETS 
Current Assets: 
Cash, First National Bank, Rochester, Minnesota ...... $29,324.12 
Cash, First National Bank, Minneapolis, Minnesota .... 17,095.24 
Cash, Bank of Montreal, Toronto, Canada ............ 1,083.88 
Membership dues receivable, delinquent ............... 1,720.00 
Accounts receivable, others ........cccccccccccccceces 1,306.77 
Checks held for collection < 18.15 
Inventory, abstracts, manuals, monographs, films, etc. .. 22,033.91 
Investments: (Schedule No. 1) 
Fixed Assets: 
Less reserve for depreciation ............eeeeeees 7,014.75 5,720.93 
Embryology of the Eye: Film & Slides .............. 40,900.00 
Less reserve for depreciation ............eeeseees 24,120.00 16,780.00 
Embryology of the Ear: Film & Slides ............... 101,462.17 
Less reserve for depreciation .......... 609.5 93,852.67 116,353.60 
Deferred Charges : 
Atlas of Otolaryngic Pathology ...........-.ceeeeees 20,000.00 20,957.27 
LIABILITIES AND Net WorTH 
Current Liabilities : 
Prepayments for Bound Volumes, etc. ..............+.- 4,098.00 
Deferred income, membership dues ..............0+-- 195.00 
Undisbursed Funds from Special Contributions : (Exhibit “C”) 


Total Liabilities and Net Worth * 
* Subject to report comments 


$433,761.54 


. 
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EXHIBIT “B” 


AMERICAN ACADEMY OF OPHTHALMOLOGY AND OTOLARYNGOLOGY 


Statement of Operations 
Year Ended December 31, 1955 
Revenues : 
Membership applications 6,192.00 
Abstracts, manuals and monographs .................. 9,214.04 
Testing and calibration of tonometers ..........+.+... 1,157.00 
Royalties, Atlas and Textbook of Ophthalmic Pathology 833.40 
Income from securities : 2 
Interest, Educational Fund .. $ 7,233.75 
Dividends, Educational Fund ...........eeeeeee0: 2,702 59 9,936.34 
Operating Expenses : | 
Educational Fund: 
Depreciation, films and slides ............2eeeeee: 11,744.50 11,894.74 
Other Income: 
Gain on sale of equipment ...............ceccsccccces 35.00 
59,231.84 
Other Deductions : 


. 
. 
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EXHIBIT “C” 


AMERICAN ACADEMY OF OPHTHALMOLOGY AND OTOLARYNGOLOGY 
Analysis of Funds from Special Contributions 


WHERRY MEMORIAL FUND 


Receipts, Y ear 1955: 
Interest on U. S. Savings Bonds ...........eeeseeeees $ 65.00 
SUB-COMMITTEE ON NOISE IN INDUSTRY FUND 
Receipts, Year 1955: 
ontributions received from outside sources ........... $ 76,835.24 
Less: 
Transfers to Sub-Committee on Noise in Industry, 


* This amount was received by the Sub-Committee on Noise in Industry as shown in audit report (not cer- 
tified) submitted to the Academy. This Sub-Committee on Noise in Industry has an unexpended balance 
of $12,321.11, which is not shown on balance sheet marked Exhibit “A” in this report. 


EXHIBIT “D” 


AMERICAN ACADEMY OF OPHTHALMOLOGY AND OTOLARYNGOLOGY 
Analysis of Net Worth Account 
For Year Ended December 31, 1955 


Additions, Year 1955: 
Net income, year ended December 31, 1955 


Increase in market value of securities 
EXHIBIT “E” 
Analysis of Increase in Market Value of Securities 

Market Increase 

Cost Value Decrease 
187,467.34 223,843.60 36,376.26 


‘ 
— 
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TRANSACTIONS — MAY - JUNE, 1956 


ScHEDULE No. 1 


American Academy of Ophthalmology and Otolaryngology 
Securities Owned, December 31, 1955 


(2) 
(3) 


3 


RATE MATURITY PAR COST 
BonpDs VALUE 
Citizens Building Co. of Cleveland, 
lst Leasehold Sinking Fund ..... 6 1/ 1/46 $ 5,000.00 None 
Van Swerigen Co. Certificates of 
Indebtedness, Series 1925 ...... 6 12/31/48 6,000.00 $ 1,617.03 
Dominion of Canada, 8th Victory 
3 10/ 1/63 = 7,500.00 7,612.50 
Dominion of Canada, 9th Victory 
Government of 3% 10/1/79 3,500.00 3,629.84 
U.S.A. Savings, Series G ......... 2% 3/1/56 6,000.00 6,000.00 
U.S.A. Savings, Series G ......... 2% 5/1/56 #£2,000.00 2,000.00 
U.S.A. Savings, Series G ......... 2% 11/ 1/56 25,000.00 25,000.00 
U.S.A. Savings, Series G ......... 2% 7/ 1/58 30,000.00 30,000.00 
U.S.A. Savings, Series G ......... 2% 12/ 1/58 25,000.00 25,000.00 
U.S.A. Savings, Series G ......... 2% 3/ 1/59 15,000.00 15,000.00 
U.S.A. Savings, Series G ......... 2% 7/ 1/60 30,000.00 30,000.00 
$147,739.37 
KIND PAR SHARES 
STocKs VALUE 
Citizens Building Co. of Cleveland .Shares No Par 50 None 
Commonwealth ‘edison Co Common $25.00 100 $ 2,294.56 
E. I. DuPont De = & Co. ...Common 5.00 60 2,347.31 
Louisville Gas & Electric Co. ...... 5% Preferred 25.00 200 5,450.00 
Massachusetts Investors Trust ..... Trust Cert. 1.00 1,264 18,609.66 
Ophthalmic Publishing Co. ........ Capital 20.00 5 None 
Northern Illinois Gas Co. ......... ommon 5.00 34 401.44 
Central Maine Power Co. ......... 10.00 200 5,225.00 
Total Stocks $ 34,327.97 
TotaL EpucaTIonAL Funp $182,067.34 
WHERRY MEMORIAL FUND PAR 
KIND VALUE SHARES 
Rochester Building & Loan Assn. ..Capital $100.00 54 5,400.00 
TOTAL INVESTMENTS ... 


* Except 
(1) Charged off in 1955. No market available 
(2) In process of liquidation 
(3) In U. S. dollars 


$187,467.34 


for U.S.A. Savings, Series G Bonds, which are included at maturity values 


$ 980.00 


un 
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5,400.00 
$223,843.60 
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MARKET 
VALUE* 
(1) None 
None 
$ 4,125.00 | 
13,866.00 
6,100.00 
42,217.60 
100.00 
654.50 
4,824.00 
$ 71,887.10 
$218,443.60 


SECTION ON INSTRUCTION 


SIXTY-FIRST ANNUAL MEETING 
American Academy of Ophthalmology and Otolaryngology 


October 14-19, 1956 
PALMER HOUSE 
Chicago, Illinois 
DEAN M. LIERLE, M.D. 
Secretary for Instruction — Otolaryngology and Maxillofacial Surgery 


A. D. RUEDEMANN, M.D. 
Secretary for Instruction — Ophthalmology 


The following condensed schedules of 
instruction courses are reprinted for the 
convenience of Fellows who have not yet 
placed orders for tickets. 


Courses already sold out are so desig- 
nated on the charts. Please do not re- 
quest tickets for these courses. 


For complete listing of course titles, 
instructors, and descriptive paragraphs 
about each subject, please refer to the 
March-April issue of the TRANSACTIONS. 


General Instructions 


Only members who have paid their 
1956 dues may order instruction tickets 
in advance of the meeting. Members 
should order tickets only for their own 
use. Candidates for fellowship in the 
Academy are not privileged to reserve 
tickets in advance. After the session 
opens, no distinction between members, 
candidates and guests will be made in 
selling tickets. 


Each period (1 hour) of instruction 
costs $2.00. Orders unaccompanied by 
properly executed checks will not be 
filled. Checks should be made payable 
to W. L. Benedict, M.D. 


In case of inability to attend the meet- 
ing after order has been filled, a refund 
will be granted if requested prior to 
October 12, 


If courses requested are not available 
and it is impossible to substitute, a re- 
fund will be granted. Refunds will not 
be sent by mail. A blue refund card will 
be placed in the Advance Registration 
Envelope which is received at the time 
of registration. This should be presented 
at the Instruction Desk for payment. 


All orders for tickets will be filled 
according to postmark on envelope con- 
taining check. Telegrams will not be 
honored. Orders will not be accepted for 
presale after October 4. To ensure ac- 
ceptance they should be mailed by Oc- 
tober 1 to William L. Benedict, M.D., 
100 First Avenue Building, Rochester, 
Minnesota. 


Ordering Instruction Tickets 


An individual course is complete in 
one (1) period. Most individual courses 
are repeated on two different days, al- 
lowing the subscriber to choose the day 
on which he wishes to attend. 


XXXVII 


XXXVIII 


A continuous course runs two (2) or 
more periods as indicated. It is not pos- 
sible to purchase a ticket to only part of 
a continuous course. 


At the end of this section is printed a 
colored sheet to be used when ordering 
tickets in advance. Specify preferences 
on this sheet and mail to the executive 
office. Careful attention to instructions 
will ensure the correct filling of your re- 
quests. Since number of tickets for each 
course 1s limited, be sure to list second 
and third choices for each period in 
case first choice is already sold out. 
In every case, effort will be made to fur- 
nish first choices. 


If you are requesting registration in 
the continuous courses, please specify 
preferences for individual courses as 
substitutes in order to avoid disappoint- 
ment should the continuous courses 
which you select be sold out when your 
order is received. 


INSTRUCTION SECTION 


Acknowledgment of Advance 
Order 

As soon as an advance order is filled, 
a postcard, listing the courses that have 
been reserved for him, will be mailed 
to the subscriber. Please do not ask to 
change courses after your order has 
been filled. The postcard is merely an 
assurance that your order has been 
filled ; it is not necessary for registration 
at the Academy meeting. 


Claiming Instruction Tickets 

No tickets will be sent through the 
mails. Members who have ordered in- 
struction course tickets will register at 
the Advance Order Section of the Reg- 
istration Desk during the week of the 
Convention to secure registration badge, 
tickets, and all convention material. 

Tickets will be on sale during the 


meeting at the Instruction Desk in the 
Registration Foyer. 


KEY TO DESIGNATION OF PERIODS 
The periods will be designated with the following key: Select tickets for — 


Otolaryngology, forenoons, periods 


1-2-3 — Ophthalmology, afternoons, periods 4-5-6 


Day (M)onday (T)uesday (W) ednesday (Th) ursday 
Period p.m. 456 456 456 456 
2:00 p.m.to 3:00pm. | W4 ......... 2:00 p.m. to 3:00 p.m. 
3:15p.m.to 4:15pm. | W-5 ......... 3:15p.m.to 4:15 p.m. 
4:30 p.m.to 5:30p.m. | W-6 ......... 4:30 p.m. to 5:30 p.m. 
9:00 a.m. to 10:00a.m. | Th-l ......... 9:00 a.m. to 10:00 a.m. 
10:15 a.m. to 11:15am. | Th-2 ......... 10:15 a.m. to 11:15 a.m. 
11:30 a.m. to 12:30 p.m. | Th-3 ......... 11:30 a.m. to 12:30 p.m. 
2:00 p.m.to 3:00p.m. | Th-4 ......... 2:00 p.m. to. 3:00 p.m. 
3:1S. om. te 3:15 p.m.to 4:15 p.m. 
4:30 p.m.to 5:30pm. | Th-6 ......... 4:30 p.m. to 5:30 p.m. 
9 :00 a.m. to 10:00 a.m. 

i” ee 10:15 a.m. to 11:15 a.m. (Familiarity with this key will be helpful 
W-3 11 :30 a.m. to 12 :30 p.m. and will avoid confusion) 


e 
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OPHTHALMOLOGY — CONTINUOUS 


COURSE SPEAKERS SUBJECT PERIODS USED 
3 PERIODS 
1 Adler Physiology of Vision . , W-4 
8 PERIODS 
Allen Bacteriology & Infectious M-4, M-5, T-4, T-5 
2 et al iseases W-4, W-5, Th-4, Th-5 
Ballintine & 2 PERIODS 
3 nson Clinical Aqueous Tonography M-5, M-6 
Becker & 2 PERIODS 
4 Kinsey Studies on Aqueous Flow -4, M-5 
3 PERIODS 
5 Bedell Medical Ophthalmoscopy M-4, T-4, W-4 
2 PERIODS 
6 Berke Surgery of Oblique Muscles -4, M-5 
Slit Lamp Microscopy: 4 PERIODS 
7 Berliner Advanced M-4, T-4, W-4, Th-4 
2 PERIODS 
8 Boeder Practical Optics T-4, T-5 
2 PERIODS 
a Brockhurst Indirect Ophthalmoscopy T-+6 
8 PERIODS 
Brown M-4, M-5, T-4, T-5 
10 et al Eye Muscles W-4, W-5, Th-4, Th-5 
2 PERIODS 
1 Byrnes Ophthalmic Filters T-4, T-5 
3 PERIODS 
12 Clerk, G. Retinal Detachment M-6, T-6, W-6 
Cataract Extraction: 2 PERIODS 
13 Clark, W. Selection of Patient M-5, M-6 
2 PERIODS 
14 Clark, W. Surgery of Ocular Muscles T-5, T-6 
4 PERIODS 
15 oF M-4, M-5, T-4, T-S or 
16 Copeland Streak Retinoscopy W-4, W-5, Th-4, Th-5 
12 PERIODS 
Wa, WS 
17 et al Comitant Strabismus W-6, Th-4, Th-5, Th-6 
Orthoptics: Office and 3 PERIODS 
18 Guibor ‘Home Techniques T-6, W-6, Th-6 
3 PERIODS 
19 Henderson Neuro-ophthalmology M-5, T-5, W-5 
2 PERIODS 

20 Hollenhorst Arterial Diseases W-5, W-6 

0 Ms, Mo 
ug phthalmic Plastic Surgery: -5, M-6, I-5, I- 

21 et al Fundamental W-5, W-6, Th-5, Th-6 
8 PERIODS 
Knighton M-4, M-5, T-4, T-5 

22 et al Highlights in Glaucoma W-4, W-5, Th-4, Th-5 

8 PERIODS 
$ M-4, M-5, T-4, T-5 
23 McLean et al Retinal Detachment W-4, W-5, Th-4, Th-5 
Essential Aspects of 2 PERIODS 
24 Ogle Binocular Vision -4, T-5 
Cross Cylinders & 2 PERIODS 

25 O’Rourke Astigmatic Dials M-4, M-5 
Pfeiffer G Roentgenography of the Eye 2 PERIODS 

26 Jones, |. & Orbit M-4, M- 


xXxXxIx 
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CONTINUOUS COURSES — OPHTHALMOLOGY 


SPEAKERS SUBJECT PERIODS USED 
3 PERIODS 
27 Pischel Retinal Detachment M-6, T-6, W-6 
Regen, J Refracti TS 
efraction: -4, M- 
28 Regen, C. & Aids in Difficult Probie W-4, W-5 
Gonioscopy: Practical 2 PERIODS 
29 Rolett Application W-4, W-5 
8 PERIODS 
Romaine 5, T-4, T-5 
30 et al Ocular Motility Th-4 Th-S 
Refraction Problems: 3 PERIODS 
31 Romaine Treatment M-6, T-6, W-6 
3 PERIODS 
32 Senders et al Vascular Diseases T-6, W-4, Th-4 
Schimek & Gonioscopy & Aqueous 2 PERIODS 
33 Outflow Determinations -5, M46 
2 PERIODS 
34 Sloane School Vision Testing -4, M-5 
2 PERIODS 
ae Sloane Telescopic Lenses T-4, T-5 
Pollen & Prescription of Prisms; 2 PERIODS 
36 Gettes Drugs in Refraction W-4, W-5 
8 PERIODS 
Smith Ophthalmic Plastic Surgery: M-5, M-6, T-5, T-4 
37 et al Advanced W- 5, W-6, Th-5, Th-6 
Diagnostic & Therapeutic 2 PERIODS 
38 Stow e Procedures 4, W-5 
2 PERIODS 
39 Tait Heterophoria M-4, M-5 
12 PERIODS 
Theobald ; M-4, M-5, M-6, T-4 
40 et al Histopathology T-5, T-6, W-4, W-5 
W-6, Th-4, Th-5, Th-6 
9 PERIODS 
Slit Lamp Biomicroscopy: M-4, M-5, M-6, T-4, T-5 
41 Thorpe et al Fundamentals T-6, W-4, W-5, Ww 
Slit Lamp Biomicroscopy: 3 PERIODS 
42 Thorpe et al Recent Developments Th-4, Th-5, Th-6 
Surgery of Intraocular 2 PERIODS 
43 Therpe Foreign Bodies T-4, T-5 
Cataract Surgery: 2 PERIODS 
44 Townes Complications W-4, W-S5 
Enucleation Surgery: 2 PERIODS 
45 Troutman Management -4, T-5 
6 PERIODS 
Wheeler & M-4, M-5, T-4, T-5 
46 Knapp Concomitant Strabismus W-4, W-5 
2 PERIODS 
47 Wise Retinal Neovascularization 4, W-5 
10 PERIODS 
M-4, M-5, M-6, T-4, T-5 
48 Home Study T-6, W-4, Ws” W-6, Th-4 


: 
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SECTION ON INSTRUCTION 
ADVANCE ORDER SHEET 


All courses cost $2.00 for each period (one hour). Follow instructions explicitly and 
check for errors in listing before mailing. 


Orders will not be accepted for presale after October 4. To ensure acceptance they 
should be mailed before October 1 to 


WILLIAM L. BENEDICT, M.D., Executive Secretary-Treasurer 


American Academy of Ophthalmology and Orolaryngology 
100 First Avenue Building, Rochester, Minnesota 


Academy Candidates and Guests May Purchase Tickets Only ot Instruction Desk in Registration Foyer 
(Over) 


ADVANCE ORDER SHEET 


ORDERS FILLED ONLY IF CURRENT DUES ARE PAID 
NO REFUNDS WILL BE MADE AFTER OCTOBER 12 


(Type or Print) Last Name First Name Middle inittal 


City Zone State 
Days to be Present 


Monday 
Totel Amount Enclosed $_ 


Tuesday 
Wednesday 
Thursday 


SELECTION OF COURSES ON REVERSE SIDE OF THIS BLANK 


. 
- 
> 
- 
c 

wes 


RECAPITULATION OF GENERAL INSTRUCTIONS 


1. Monday, Tuesday, Wednesday, and Thursday are represented by the letters M, T, W, 
Th. The first period in the morning is represented by figure 1, second period by fi 
2 and third period by figure 3. The first period in the afternoon is acount te 
figure 4, second period by figure 5, and third period by figure 6. All courses in oto- 
laryngology and maxillofacial surgery are presented in the mornings. All courses in 
ophthalmology are presented in the afternoons. 


2. Reservation of instruction tickets in advance of the meeting will be made ONLY 
for MEMBERS whose 1956 dues have been paid. Academy candidates and guests may 
make selection of courses ONLY at the General Registration Desk in Chicago. 


Make check payable to W. L. Benedict, M.D. 


Mail order promptly to ensure reservation of first choices. If necessary, an attempt will 
be made to rearrange schedule to include “first choices.” 


SELECTION OF COURSES 


FIRST CHOICE SECOND CHOICE THIRD CHOICE 


PERIOD | Course Course} Course 
No. Lecturer No. Lecturer No. Lecturer 


i 
| 
MON. 4 
A.M, 
| WED. 1 
6 
‘ 
THURS.1 
A.M, 2 
6 
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OTOLARYNGOLOGY — CONTINUOUS XLV 
COURSE SPEAKERS SUBJECT PERIODS USED 
Brewer G& 2 PERIODS 
101 Briess Voice Therapy Th-2, Th-3 
102 Con Daly T-1 gama 
or -1, T-2 or 
103 o  Mertin Carcinoma of Head & Neck W-1, W-2 
2 PERIODS 
104 Converse Nasal Plastic Surgery—Basic -1, T-2 
Nasal Plastic Surgery— 2 PERIODS 
105 Converse Advanced -2, Th-3 
2 
106 or 
107 Croft Nasal Allergy Th- 2, Th- 3 
2 PERIODS 
108 or Dixon, Sooy T-2, T-3 or 
109 & Goodale Rhinologic Problems w-.2, Ww-3 
2 PERIODS 
110 Fox et al Noise in Industry Th-2, Th-3 
2 PERIODS 
111 of W-2, W-3 or 
112 Hansel Allergy Th-1, Th-2 
2 PERIODS 
113 or Hardy & Clinical Audiometry for T-1, T-2 or 
114 Pauls Young Children W-1, W-2 
Physiology of ong 2 PERIODS 
115 Hilding Relation to Hearing ss -2, T-3 
2 PERIODS 
116 oF Cancer of Larynx, Bronchi &| W-2, W-3 or 
117 Jackson Esophagus Th-2, Th-3 
— 2 PERIODS 
118 et a Traumatic Injuries of Face W-2, W-3 
2 PERIODS 
119 Lindsay Vertigo -1, Th-2 
2 PERIODS 
120 Maxwell Diseases of Salivary Glands W-1, W-2 
2 PERIODS 
121 or Meltzer Your Otological Office T-1, T-2 or 
122 et al Problems W-2, W-3 
2 PERIODS 
123 or Mueller What the Otologist Should T-1, T-2 or 
124 et al Know About Hearing Aids Th. 2, Th-3 
Reed 2 PERIODS 
125 et al Voice Therapy is eS 
2 PERIODS 
126 Scheldrup Anatomy of Neck Th-2, Th-3 
2 PERIODS 
127 or T-2, T-3 or 
128 Seltzer A Typical Rhinoplasty Th-2, Th-3 
2 PERIODS 
129 or What Can Be Done for T-1, T-2 or 
130 Walsh Deafness Th-1, Th-2 
2 PERIODS 
131 or Techniques in Wide Field T-2, T-3 or 
132 Work Laryngectomy W-2, W-3 
2 PERIODS 
133 Harbert Clinical Audiology Th-2, Th-3 
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News - - - Notes 


PAN AMERICAN ASSOCIATION 
OF OPHTHALMOLOGY 


Dr. Brittain F. Payne, New York, was 
elected president of the Pan American 
Association of Ophthalmology at the Fifth 
Pan American Congress of Ophthalmology 
in Santiago, Chile, January 8-14, 1956. 

Dr. J. Wesley McKinney, Memphis, 
Tennessee, was elected executive secre- 
tary for countries north of Panama, suc- 
ceeding Dr. Thomas D. Allen and Dr. 
Daniel Snydacker, both of Chicago. Dr. 
Snydacker has recently served as acting 
executive secretary for Dr. Allen. Dr. 
Jorge Balza, Buenos Aires, executive sec- 
retary for countries south of Panama, 
was re-elected. 

Dr. Moacyr E. Alvaro, Sao Paulo, Bra- 
zil, president of the Association for the 
past four years and previously executive 
secretary for the countries to the south, 
was elected to the newly created office of 
executive director. 

The Santiago Congress was attended by 
some 400 ophthalmologists, of whom 
about 150 were from the United States. 
There were three special guests from 
Europe: Dr. Edmond Velter, Paris; Dr. 
Frank S. Lavery, Dublin; and Count 
Hermenegildo Arruga, Barcelona. 

The next meeting of the Congress will 
be the Fourth Interim Congress, in con- 
junction with the annual meeting of the 
National Society for the Prevention of 
Blindness at Hotel Statler in New York, 
April 7-10, 1957. The next regular Con- 
gress will be in Caracas, Venezuela, in 
1960. 

For the Interim Congress, three official 
subjects, to be discussed by invited speak- 
ers, have been selected. These are ‘“Dis- 
eases of the Ocular Fundus,”’ “Ophthal- 
mic Surgery,” and ‘Therapeutics in 
Present-Day Ophthalmology.” ‘‘Free’”’ pa- 
pers on other topics may be included in 
the program as time allows. Dr. John M. 
McLean, professor of clinical surgery in 
ophthalmology, Cornell Medical College, 
New York, is chairman of the program 
committee. Those who wish to present 
papers are invited to communicate with 
Dr. McLean at The New York Hospital, 
525 East 68th Street, New York 21. 

A cinema program relating to the three 
official subjects is being planned under 
the chairmanship of Dr. Wendell L. 


Hughes, Professional Building, Hemp- 
stead, N. Y. Ophthalmologists who have 
suitable films should write to Dr. Hughes. 
There will also be a number of interesting 
exhibits. 

Dr. Conrad Berens, former president 
of the Association, and Dr. Algernon B. 
Reese, chairman of the Fellowship Com- 
mittee, both of New York, are serving as 
consultants on plans for the Congress. 

Dr. Moacyr E. Alvaro, Sao Paulo, Bra- 
zil, past president and now executive di- 
rector of the Association, is active in the 
preparations among Latin American oph- 
thalmologists. He will head a large dele- 
gation of South American eye specialists 
from various southern countries. 

Ophthalmologists planning to attend 
the Interim Congress should make their 
reservations with the Hotel Statler di- 
rect. 


The Pan American Association of Oph- 
thalmology will hold the annual cocktail 
party at 6:00 p.m., Sunday, October 14, 
1956, at the Illinois Athletic Club, Chi- 
cago. 


SIXTH INTERNATIONAL CONGRESS 
OF OTOLARYNGOLOGY 


At the Sixth International Congress of 
Otolaryngology, which will take place in 
Washington, D. C., May 5-10, 1957, three 
plenary sessions are scheduled for Mon- 
day, Wednesday and Friday mornings, 
May 6, 8 and 10. The subjects which have 
been selected and the internationally rec- 
ognized authorities who will open the 
discussion are as follows: 

Chronic Suppuration of the Temporal 
Bone 
Anatomy and Etiology: 
Marcus Diamant, Sweden 

Genesis of Cholesteatoma: 

Luzius Ruedi, Switzerland 

Tympanoplasty: 

Horst Wullstein, Germany 
Collagen Disorders of the Respiratory 
Tract 
Introduction: 
Hans Selye, Canada 
Upper Respiratory Tract: 
Michele Arslan, Italy 
Lower Respiratory Tract: 
Leslie Gay, U.S.A. 
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Papilloma of the Larynx 
Etiology: 
Jo Ono, Japan 
Diagnosis: 
Plinio de Mattos Barretto, Brazil 
Therapy: 
F. C. W. Capps, England 


ALUMNI LUNCHEONS 


The Harry S. Gradle Alumni, compris- 
ing former residents of Michael Reese 
Hospital, will hold their annual Alumni 
Luncheon on Tuesday, October 9, 1956, 
at the Standard Club, Jackson Blvd. at 
Federal Court, Chicago. 


The luncheon date is arranged so that 
members may attend their university or 
infirmary alumni dinners. Dr. Jack P. 
Cowen, 111 N. Wabash Ave., Chicago 2, 
is president of the Harry S. Gradle Alum- 
ni. 


The Arlington C. Krause Luncheon 
will be held at the Captain’s Cabin, Illi- 
nois Athletic Club, at 12:00 noon, 
Wednesday, October 17, 1956. The cost 
of the luncheon is $4.00 and does not in- 
clude cocktails. Wives of guests will not 
be admitted. The secretary of the group 
is Paul G. Wolff, M.D., 1819 Broadway, 
Cape Girardeau, Mo. 


THE AMERICAN BOARD 
OF OTOLARYNGOLOGY 


The American Board of Otolaryngology 
will conduct an examination October 
8-11, 1956, at the Palmer House in Chi- 
cago. 

Dr. Dean M. Lierle, University Hos- 
pitals, Iowa City, Iowa, is the secretary 
of the Board. 


THE AMERICAN COLLEGE 
OF SURGEONS 


The American College of Surgeons at 
the Annual Meeting in Chicago Nov. 3, 
1955 elected Dr: Francis Adler of Phila- 
delphia as a member of the Board of 
Governors to represent the Academy for 
the three-year period ending with the 
Annual Meeting, Oct. 5-10, 1958. 

The others representing the American 
Academy of Ophthalmology and Otolaryn- 
gology are Dr. Derrick Vail (term expir- 
ing in 1956), and Dr. Shirley Harold 
Baron (term expiring in 1957). 


The Council of the Academy at the 
Annual Meeting, Oct. 9-14, 1955, nomi- 
nated for the term 1956-59 Dr. James 
McLaurin, Dr. Harry Schenck and Dr. 
Carl McCaskey. 


FELLOWSHIPS IN OPHTHALMOLOGY 


Twelve ophthalmologists have been ap- 
pointed to serve on committees to select 
recipients for the residency fellowships 
in ophthalmology, recently established by 
the Guild of Prescription Opticians 
(TRANSACTIONS, Jan.-Feb., 1956). They 
are Alson E. Braley, M.D., Iowa City, 
Iowa; F. Phinizy Calhoun, Jr., M.D., At- 
lanta; David G. Cogan, M.D., Boston; Al- 
fred J. Elliot, M.D., Toronto, Ont., Can- 
ada; R. M. Fasanella, M.D., New Haven, 
Conn.; R. E. Hannon, M.D., Cleveland; 
Michael J. Hogan, M.D., San Francisco; 
Frank W. Newell, M.D., Chicago; Shaler 
Richardson, M.D., Jacksonville, Fla.; 
Benjamin M. Rones, M.D., Washington, 
D. C.; Theodore E. Sanders, M.D., St. 
Louis; and Harold Scheie, M.D., Phila- 
delphia. 


MASSACHUSETTS 


Carroll R. Mullen, M.D., has been ap- 
pointed professor and head of the Depart- 
ment of Ophthalmology at The Jefferson 
Medical College of Philadelphia. 


NEW YORK 


The Women’s Medical Association of 
New York offers the Mary Putnam Jacobi 
Fellowship to a graduate woman physi- 
cian, either American or foreign. This 
fellowship will start October 1, 1957 and 
will amount to $2000, $1000 being avail- 
able October 1, 1957. The recipient of the 
fellowship will be expected to make a re- 
port to the committee at the end of the 
fourth month following which the second 
$1000 will be awarded subject to the ap- 
proval of the committee. The fellowship 
is given for medical research, clinical in- 
vestigation or postgraduate study in a 
special field of medicine. 


Applications for this fellowship must 
be filed with the secretary of the com- 
mittee by October 1, 1956 and will be 
acted upon by January 1, 1957. Appli- 
cation blanks may be obtained from the 
secretary of the committee and must be 
accompanied by (1) a statement from a 
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physician of a recent physical examina- 
tion, (2) transcripts of her college and 
medical school records, (3) personal let- 
ters of recommendation from two or more 
physicians under whom she has studied, 
(4) a statement by the applicant of the 
problems she proposes to investigate or 
the study she plans to undertake, (5) a 
statement from the person under whom 
she proposes to study of his or her inter- 
est in her subject, (6) a recent photo- 
graph of the applicant together with a 
notation of her age. All of the above data 
must be at hand before the application 
will be considered. 


The secretary is Ada Chree Reid, M.D., 
118 Riverside Drive, New York 24. 


OHIO 


Ohio State University, Department of 
Ophthalmology, announces a course in 
orthoptic training to begin the first week 
of September 1956 and to continue for 
nine months. There will be no tuition fee, 
but the students must maintain them- 
selves. Enrollment is limited to four. 


PENNSYLVANIA 


Albert P. Seltzer, M.D., has been ap- 
pointed chief of the Department of Oto- 
laryngology at Philadelphia General Hos- 
pital, Blockley Division. 


POSITIONS AVAILABLE 


An excellent opportunity is available 
in Aurora, Illinois, for a qualified E. E. 
N. T. man, due to the retirement of Dr. 
George A. Darmer who has maintained a 
practice there for forty years. Aurora, a 
city of 50,000 inhabitants, has only four 
ophthalmologists and otolaryngologists at 
the present time. Dr. Darmer will be hap- 
py to give full information to interested 
persons. His address is 401 Terminal 
Bidg., Aurora, 


First Avenue Building, 
Rochester, Minn., , A, fifth of the month pre- 

i ey should include (1) type 
of physician wanted (ophthalmologist or otolaryn- 
gologist; diplomate, resident, etc.); (2) type of posi- 
tion to be filled; and (3) whom to write for further 
information. Unless otherwise requested, listings 
will be published once only. 


The Academy will handle no further correspon- 
dence beyond the listing and assume no responsi- 
ay. Neither does it endorse nor guarantee any 
of the published listings. 


The Wichita Falls Clinic-Hospital has 
an opening for a certified or Board-eli- 
gible ophthalmologist; association with 
twenty-two specialists serving a college 
city of 110,000, with referred work from 
surrounding communities. Salary for first 
year with opportunity to enter partner- 
ship. Inquiries should be addressed to 
O. P. Moffitt, M.D., Wichita Falls Clinic- 
Hospital, Thirteen Hundred Bighth, 
Wichita Falls, Texas. 


A certified or Board-eligible ophthal- 
mologist or otolaryngologist is desired as 
an associate for Board-certified ophthal- 
mologist or otolaryngologist in a well- 
established group. A physician who can 
work in either specialty is preferred. In- 
terested persons should contact S. R. 
Bloomenthal, M.D., Sharon Medical Clin- 
ic, Ltd., 912 E. State St., Sharon, Pa. 
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DIRECTORY OF OPHTHALMOLOGIC AND OTOLARYNGOLOGIC 
SOCIETIES 


Secretaries of societies are requested to furnish the information necessary to make this list 
complete and keep it up to date. Send to TRANSACTIONS, American Academy of Ophthalmology 
and Otolaryngology, 100 First Avenue Bldg., Rochester, Minn. 


EXAMINING AND CERTIFYING BODIES 


AMERICAN Boarp oF OPHTHALMOLOGY 
Chairman: Dr. Brittain F. Payne 
Secretary: Dr. Merrill J. King, Box 236, Cape Cottage Branch, Portland 9, Maine 
Practical Examination: October 20-24, 1956, St. Louis 
Written Examination: January 21, 1957 


AMERICAN Boarp OF OTOLARYNGOLOGY 
President: Dr. LeRoy Schall 
Secretary: Dr. Dean M. Lierle, University Hospitals, lowa City, Iowa 
Oral Examination: October 8-11, 1956; Palmer House, Chicago 


AMERICAN Boarp or PiLastic SuRGERY 
Chairman: Dr. James T. Mills 
Secretary-Treasurer: Dr. Bradford Cannon, 330 Dartmouth St., Boston 16 
Corresponding Secretary: Estelle E. Hillerich, 4647 Pershing Ave., St. Louis 8 


BRAZILIAN Board OF OPHTHALMOLOGY 
Chairmen: Prof. Moacyr E. Alvaro 
Prof. Cyro de Rezende 
General Secretaries: Dr. Rubens Belfort Mattos, Caixa Postal 4086, Sao Paulo, Brazil 
Dr. Sylvio de Almeida Toledo, Braulio Gomes 25, Sao Paulo, Brazil 


Tue Royat OF PHysiciAns AND SuRGEONS OF CANADA 
President: Dr. John Hepburn 
Honorary Secretary: Dr. James H. Graham, 150 Metcalfe St., Ottawa 4, Ont., Canada 


INTERNATIONAL 


ConciL1uM OPHTHALMOLOGICUM UNIVERSALE 
(INTERNATIONAL COUNCIL OF OPHTHALMOLOGY) 
President: Sir Stewart Duke-Elder 
Secretary: Dr. Edward Hartmann, 2 Ave. Ingres, Paris (16e), France 
Time and Place: The Council meets at the time and place of each International Congress (usually every 
4 years) and other years alternately in France and Great Britain. 


EIGHTEENTH INTERNATIONAL CONGRESS OF OPHTHALMOLOGY 


Secretary: Dr. Leon Coppez, 17 Ave. de Phorizon, Brussels, Belgium 
Time an? Place: September 1958; Brussels, Belgium 


INTERNATIONAL ASSOCIATION OF SECRETARIES OF OPHTHALMOLOGICAL AND OTOLARYNGOLOGICAL SOCIETIES 
President: Dr. Willera F. Goff 


Secretary-Treasurer: Ur. Edley H. Jones, 1301 Washington St., Vicksburg, Miss. 
Time and Place: October 16, 1956, Palmer House, Chicago 


INTERNATIONAL ASSOCIATION FOR THE PREVENTION OF BLINDNESS 


President: Prof. A. Franceschetti 
Secretary: Dr. J. B. Bailliart, 47 Rue de Bellechasse, Paris VII, France 


INTERNATIONAL BRONCHO-ESOPHAGOLOGICAL SOCIETY 
President: Dr. Julio Cesar Barani 
Secretary: Dr. Chevalier L. Jackson, 3401 N. Broad St., eae 
Time and Place: August 31-September 2, 1956; Vienna. May 12-13, 1957; Philadelphia 


INTERNATIONAL COLLEGE OF SuRGEONS, SECTION OF OPHTHALMOLOGY AND OTOLARYNGOLOGY 
President: Dr. Francis L. Lederer 
Secretary: Dr. Louis Savitt, 3401 Lawrence Ave., Chicago 25 


INTERNATIONAL FEDERATION OF OPHTHALMOLOGICAL SOCIETIES 
President: Sir Stewart Duke-Elder 
Secretary: Prof. A ward Hartmann, 2 Ave. Ingres, Paris (16e), France 
Time and Place: September 1958; Brussels, Belgium 


INTERNATIONAL ORGANIZATION AGAINST TRACHOMA 
President: Prof. G. B. Bietti 
Secretary-General: D. T. Sedan, 94 rue Sylvabelle, Marseilles, France 


Pan-AMERICAN ASSOCIATION OF OPHTHALMOLOGY 
President: Dr. Brittain F. Payne 
Secretaries: For North of Panama: Dr. J. Wesley McKinney, Exchange Bldg., Memphis, Tenn. 
For South of Panama: Dr. Jorge Balza, Belgrano 1675, Buenos Aires, Argentina 
Time and : Fourth Interim Congress; April 7-10, 1957; Hotel Statler, New York 
Sixth Pan-American C ess of Ophthalmology; 1960, Caracas, Venezuela. (Jointly with 
National Society for the Prevention of Blindness) 
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President: 
Secretary: 
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Pan-AMERICAN ASSOCIATION OF AND 


uan M. Tato 
hevalier L. Jackson, 3401 N. Broad St., Philadelphia 40, Pa. 


Dr. 
Dr. 


SixtH INTERNATIONAL CONGRESS OF OTOLARYNGOLOGY 


President: Dr. Arthur W. Proetz Saag ; 
Secretary: Dr. Paul H. Holinger, 700 North a Ave., Chicago 
Time and Place: May 5-10, 1957; Washington, D. C. 


Argentina 


President: 
Secretary: 


Dr. 
Dr. 


Australia 


President: Dr, Peter B. English 
Secretary: Dr. Peter A. Rogers, 27 Commonwealth St., Sydney 
Time and Place: July 23, 1956; Brisbane. October 1956; Melbourne 


Austria 


Time and Place: 


FOREIGN 


Socrepap ARGENTINA DE OFTALMOLOGIA 


rge Balza 
ardo Manzitti, Santa Fé 1171, Buenos Aires 
hird Wednesday of every month; Buenos Aires 


OPHTHALMOLOGICAL Society OF AUSTRALIA 


OSTERREICHISCHE OTo-LaRYNGOLOGISCHE GESELLSCHAFT 
(AUSTRIAN OTOLARYNGOLOGICAL Socrety) 


President: Prof. Dr. Emil Schlander 
Secretary: Dr. Julius Popper, Schottenring 17, Vienna I. = " 
Time and Place: First Tuesday of the month; Vienna General Hospital, Alserstrasse 4, Vienna IX. 


OSTERREICHISCHEN OPHTHALMOLOGISCHEN GESELLSCHAFT 


President: Prof. Dr. Karl Lindner 
Secretary: Dr. Franz Schwab, 1, Universitats Augénklinik, Spitalgasse, 2, Vienna 9 


OPHTHALMOLOGISCHE In Wren 


President: Prof. Dr. Josef Béck 
Secretaries: Dr. Franz Schwab, and Dr. Rudolf Gittler, Alserstrabe 4 
Time and Place: Second Monday of each month; 2, Universitats-Augenklinik, Alserstrabe 4 


Belgium 


Societe Betce D’OrHTHALMOLOGIE 


Secretary-General: Dr. M. Appelmans, 179 ave. Reulens, Louvain 
Time and Place: November 25, 1956, Blvd. de Waterloo, 54, Brussels 


Brazil 


SocreDADE BRASILEIRA DE OFTALMOLOGIA 


President: Dr. Orlando Rebello 
Secretaries: Dr. Renato Periera Machado, Dr. Carlos Henrique Bessa, Dr. Aderbal de Albuquerque Alves 


Centro ve Estupos pe OFrraLMOLoGIA pe Sao PavLo 


President: Dr. Francisco Amendola 
Secretary: Dr. Rubens Belfort Mattos, Caixa Postal 4086, Sao Paulo 
Time and Place: Every Tuesday evening; Rua Condessa, Sao Joaquim 288, Sao Paulo 


SocIEDADE DE OFrTALMOLOGIA DE Sao Pavuto 


President: Dr. Paulo Braga Magalhaes 
General Secretary: Dr. 
First Secretary: Dr. Alfredo Rocco 


Paulo Aranha de Azevedo, Xavier de Toledo 71, 1° and., Sao Paulo 


SocrEDADE DE OFTALMOLOGIC E OTORRINOLARINGOLOGIA 
po Rro GRaNpE po SuL 


President: Dr. Paulo Fernando Esteves 
Secretary: Dr. Carlos Buede, Rua Uraguay N. 240, Ed. Piratini 10.° andar, Porto Alegre, Rio Grande 


do Sul 


Canada 


Chairman: 


CANADIAN MepIcaL ASsocIATION, SECTION ON OPHTHALMOLOGY 


Dr. John Clement McCulloch, 830 Medical Arts Bldg., Toronto, Ont. 


CANADIAN OPHTHALMOLOGICAL Society 


Dr. Henri Pichette 
R. G. C. Kelly, 90 St. Clair Ave. West, Toronto 7, Ont. 


Place: 


President: 
Secretary: Dr. 
President: Dr 
Secretary: 
President: Dr. 
Secretary: 
Time and 
Notre 


Societe CANADIENNE D’OTOLARYNGOLOGIE 
(CANADIAN OTOLARYNGOLOGICAL 


. D. S. Gorrell 
Dr. G. Arnold Henry, 328 Medical Arts Bldg., Toronto, Ont. 


MONTREAL OPHTHALMOLOGICAL SOCIETY 


A. L. Guertin 
Dr. William Turnbull, 1414 Drummond St., Montreal 


Dame 


Second Thursday in October; Roya! Victoria Hospital. Second Thursday in December; 


Hospital 


ad 
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Nova Scotia Society OF OPHTHALMOLOGY AND OTOLARYNGOLOGY 
P-esident: Dr. L. G. Holland 
Secretary: Dr. C. F. Keays, 324 Sqring Garden Rd., Halifax 
Time and Place: November 1956; Lord Nelson Hotel, Halifax 


OPHTHALMOLOGICAL AND OTOLARYNGOLOGICAL SocrzTy OF ALBERTA 
President: Dr. E. F. Fo 


y 
Secretary: Dr. M. R. Marshall, North Pavilion, University Hospital, Edmonton, Alta. 
Time and Place: Spring, 1957; Edmonton, Alta. 


Toronto ACADEMY OF MeEpicINE, SecTION oF OPHTHALMOLOGY 
President: Dr. G. A. Thompson 


Secretary: Dr. J. L. Burns, 1421 Danforth Ave., Toronto, Ont. 
Time and Place: First Monday, October to April; Osler Hall, Toronto Academy of Medicine 


Chile 


President: Dr. Alberto Gormaz B. 
Secretary: Dr. Carlos Charlin V., Mc. Iver No. 175, Santiago 
Place: Auditorium, Clinica Oftalmalogica Hospital del Salvador, Santiago 


Colombia 
Socrepap CoLOMBIANA DE OFTALMOLOGIA y OTORRINOLARYNGOLOGIA 


President: Dr. Francisco Vernaza 
Secretary: Dr. Félix E. Lozano Diaz, Apartado Aéreo 5601, Bogota 


Cuba 

Socrepap CuBANA DE OFTALMOLOGIA 
President: Dr. Rafael Labrador Fuiz 
Secretary: Dr. Guillermo De La Torre, Calle G. No. 506, Vedado, Havana 
Time and Place: First Thursday bi-monthly; Malecon 61, Bajos, Havana 


Denmark 


Socrepap CHILENA DE OFTALMOLOGIA 


OPHTHALMOLOGICAL Society 1N COPENHAGEN, DENMARK 
President: Dr. Bégrge Lawatz 


Egypt 

OPpnTHALMOLOGICAL Society oF Ecypt 
President: Dr. Fattouh Mohammad Fattouh 
Honorary Secretary: Dr. Sabri Kamel, Dar El Hekmah, 42 Kasr-El-Ainy St., Cairo | 
Time and Place: March 1957, Memorial Institution for Ophthalmic Research, Giza 


France 
Societe Francaise D’OrHTALMOLOGIE 
Secretary-General: Dr. Marcel Kalt, 81 rue Saint Lazare, Paris (9e) 


Germany 
GERMAN OPHTHALMOLOGICAL SocIETY 
NITED CONGRESS 
Time and Place: September 3-6, 1956; Heidelberg, Aula of the new University 


DevuTscHE OPHTHALMOLOGISCHE GESELLSCHAFT HEIDELBERG 
President: Prof. Dr. K. Lindner 
Secretary: Prof. Dr. E. Engelking, Universitaéts-Augenklinik, Heidelberg 
Time and Place: September 2-6, 1956; Heidelberg 


Great Britain 

BritisH ASSOCIATION OF OTOLARYNGOLOGISTS 
President: Mr. I. Simson Hall, F.R.C.S.E. 
Secretary: Mr. Myles L. Formby, F.R.C.S., 45 Lincoln’s Inn Fields, London W.C.2. 


FacuLty oF OPHTHALMOLOGISTS 
President: Dr. John Marshall 
Secretary: Mr. E. F. King, F.R.C.S., 45 Lincoln’s Inn Fields, London W.C. 2. 


OPHTHALMOLOGICAL Society OF THE UNitep KINGpoM 
President: fi Healy, M.B., Ch.B. 
weuretatent 7 Cook, M.C., G.M., F.R.C.S.; J. R. Hudson, F.R.C.S,, 45 Lincoln’s Inn Fields, London, 
Roya. Socrety oF Mepictne, Section or OPHTHALMOLOGY 
President: R. C. Davenport, F.R.C.S 


Honorary Secretaries: J. E. M. Ayoub, F.R.C.S., and E. S. Perkins, F.R.C.S., 1 “iongete St., London, W.1. 
Time and Place: Second Thursday of month from October to June; 1 Wimpole St, London, W.1. 


MIDLAND OPHTHALMOLOGICAL SoOcIETY 


President: Mr. P. Evans 
t 


Secretaries: ‘ i Roper-Hall and Mr. W. Martin Walker, Birmingham and Midland Eye Hospital, 


Mr. 
Church St., Birmingham 3 


Time and Place: October-June Tuesday, Thursday, Friday or Saturday according to programme director; 
Eye Hospital, Church St., Birmingham 3 


Oxrorp OPHTHALMOLOGICAL CONGRESS 


Master: J. W. Tudor-Thomas, F.R.C.S. 


Honorary Secretary and Treasurer: Ian C. Fraser, F.R.C.S., 21 Dogpole, Shrewsbury, Shropshire 
Time and Place: July 2-4, 1956; School of Physiology, Oxford 


Birmingham Midland 
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Scottish OPHTHALMOLOGICAL CLUB 
President: Dr. iene Marshall 
Secretary: Dr. John D. Fraser, 31 ay Gardens, Glasgow 
Time and Place: October 27, 1956; Glasgow 


SouTHERN OPHTHALMOLOGICAL SocreTy, ENGLAND 
President: ear M.B., B.S., D.O. (Oxon.) 
Secretary: Nigel ‘Cridland, D.O., (Oxon. )., 25 Craneswater Park, Southsea, Han 


Time and Place: fade 29: Royal Berkshire Ho spital, Reading. ‘October 20; oe and Southern 
Counties, Eye and Ear ‘Hospital, Portsmouth 


India 


Att-InpIA OPHTHALMOLOGICAL SOCIETY 
President: Capt. K. Sen 
Secretaries: Dr. S. N. Cooper and Dr. Y. K. C. Pandit, Laud Mansion 21, Queen’s Rd., Bombay 4. 


OPUTHALMOLOGISTS’ ASSOCIATION 
President: Dr. D. S. Sardesai 


Secretaries: Dr. B. D. Telang and Dr. Y. K. C. Pandit, 395 Lamington Rd., Bombay 4 
Time and Place: 7:30 p.m., third Wednesday of each month; the seven ophthalmic hospitals of Bombay by 
rotation 


OPHTHALMOLOGICAL Society oF BENGAL 
President: Capt. K. Sen 
Secretaries: Dr. S. ‘Bagchi and Dr. M. Sengupta, 94 Chittaranjan Ave., Calcutta 


Ireland 

OPHTHALMOLOGICAL Society 
President: Dr. he Lave 
Secretary: Dr. L. ged Se 2 Fitzwilliam Place, Dublin 


Mexico 
SoctepaD MEXICANA DE OFTALMOLOGIA 
President: Dr. Manuel de Rivas Cherif 


Secretary: Dr. Emilio Remolina Lopaz, Apartado Postal No. 8112, Mexico, D.F. 
Time and Place: 8:30 p.m., first Tuesday of each month; Gral. Prim 47 


The Netherlands 

NEDERLANDSCH OOGHEELKUNDIG GEZELSCHAP 
President: Prof. Dr. A. Hagedoorn 
Secretary: Dr. P. G. Binkhorst, Sweelincklaan 20, Bilthoven 


New Zealand 


OPHTHALMOLOGICAL Society oF New ZEALAND 
President: Dr. 


Secretary: Dr. ng 1A Alfred St., Auckland 
Time and Place: 1956; Wellington 


Norway 
Norske OYELEGERS FoRENING 
(Society oF Norwectan OPHTHALMOLOGISTS) 
President: Dr. Ludvig Wirsching 
Secretary: Dr. med. H. P. Petersen, Rikshospitalet (Oyenavdelingen) Oslo 


Paraguay 
SocrEDAD DE OFTALMOLOGIA ¥Y OTORRINOLARINGOLOGIA DEL PARAGUAY 
President: Dr, Crispin Insaurralde 


Secretary: Dr. Honorio Campuzano, Coronel Bogado 492,. Asuncien 
Place: Asuncion 


Philippines 

PHILIPPINE OPHTHALMOLOGICAL AND OTOLARYNGOLOGICAL SocreTy 
President: Dr. Carlos V. Yambao 
Secretary-Treasurer: Dr. Jesus V. Tamesis, North General Hospital, Manila 


Portugal 
SocrepaADE PoRTUGUSEA DE OTORRINOLARINGOLOGIA E DE BrRONCHO-ESOFAGOLOGIA 
President: Dr. Alberto Luis de Mendonca 
Secretaries: Dr. Antonio da Costa Quinta and Dr. Albano Coelho, Avenida da Liberdade, 65, Lisbon 1 


Union of South Africa 

Society or Soutn AFRICA 
President: Dr. 7. K. de K 
Secretary: Dr. J. Gu illiaume _ ee 17 Church Square, Cape Town 


Spain 

Socrepap OFTALMOLOGICA H1spano-AMERICANA 
President: Dr. Manuel Lopez Enriquez 
Secretary: Dr, Carlos Costi Garcia de Tunon, Montalban, 7, Madrid 


Sweden 


SvENSKA OGONLAKAREFORENINGEN, SVENSKA LAKARESALLSKAPETS SEKTION FOR OFTALMOLOGI 
President: Prof. G. Karpe 
Secretary: Dr. K. O. Gekedeoom, Sodermalmstorg 4, Stockholm So. 
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NATIONAL 


AMERICAN ACADEMY OF OPHTHALMOLOGY AND OTOLARYNGOLOGY 


President: Dr. A. C. Furstenberg 
Executive Secretary-Treasurer: Dr. William L. Benedict, 100 First Avenue Bldg., Rochester, Minn. 
Time and Place: October 14-19, 1956; Palmer House, Chicago 


AMERICAN BrRONCHO-ESOPHAGOLOGICAL ASSOCIATION 


President: Dr. S. Cunni 
Secretary: Dr. F. Johnson Fetner, 1719 Rittenhouse Sq., Philadelphia 3 


AMERICAN LARYNGOLOGICAL ASSOCIATION 


President: Dr. Bernard J. McMahon 
Secretary: Dr. Harry P. Schenck, 326 S. 19th St., Philadelphia 3 


AMERICAN LARYNGOLOCICAL, RHINOLOGICAL AND OroLocicaL Society, Inc. 


President: Dr. Percy E. Ireland 
Secretary: Dr. C. Stewart Nash, 708 Medical Arts Bidg., Rochester 7, N. Y. 


Eastern Section 


Chairman: Dr. — A. Murtagh 
Secretary: Dr. F. Johnson Putney, 1719 Rittenhouse Sq., Philadelphia 3 


Section 


Vice-President: Dr. William H. Craddoc 
Secretary: Dr. Charles E. Kinney, 10515 _ aR Ave., Cleveland 6 


Southern Section 


Vice-President: Dr. J. M. Robison 
Secretary: Dr. James A. Harrill, Bowman Gray School of Medicine, Winston-Salem, N. C. 


Western Section 


Vice-President: Dr. David D. DeWeese 
Secretary: Dr. Francis Sooy, 490 Post St., San Francisco 


Mepicat Association, SECTION ON OPHTHALMOLOGY 
Chairman: Dr. Algernon B. Ree 
sce Dr. Harold G. Schae. 313 South 17th St., Philadelphia 3 
Time and Place: Clinical meeting, November 27-31, 1956; Seattle. Annual meeting, June 3-7, 1957; New York 


AMERICAN Mepicat Association, SECTION ON OTOLARYNGOLOGY 
Chairman: Dr. = R. Lindsay 
Secretary: Dr. Hugh A. Kuhn, 412 Rimbach St., Hammond, Ind. 
Time and Place: nual meeting, June 3-7, 1957; New York 


AMERICAN OPHTHALMOLOGICAL SoOcIEeTY 


President: Dr. Alan C. Woods 
Secretary-Treasurer: Dr. Maynard C. Wheeler, 30 W. 59th St., New York 19 


AMERICAN OroLocicat Soctety, Inc. 


President: Dr. William J. McNally 
Secretary-Treasurer: Dr. Lanvrence R. Boies, University Hospital, Minneapolis 14 


OToORHINOLOGIC SoctetTy For Plastic SuRGERY 
President: Gilbe 
Secretar uis Joel Feit, 66 Park Ave., New York 16 
Place: ew York 


AMERICAN SOCIETY OF Opurmaanotocrc AND OTOLARYNGOLOGIC ALLERGY 
President: Dr. Dean M. Lierle 
Secretary-Treasurer: Dr. Michael H. Barone, 468 Detowere Ave., Buffalo 2 
Time and Place: October 19, 1956; Palmer House, Chicago 


ASSOCIATION FOR RESEARCH IN OPHTHALMOLOGY, INc. 
Chairman: Dr. William B. Clark 
Secretary: Dr. Lorand V. Johnson, 10515 Carnegie Ave., Cleveland 6 
Time and Place: June 3-7, 1957, New York 


NATIONAL SOCIETY FOR THE PREVENTION OF BLINDNESS 
President: Mr. Mason H. Bigelow 
Executive Director: Dr. Franklin M. Foote, 1790 Broadway, New York 19 


Time and Place: April 7-10, 1957 (Jointly with Fourth Interim Congress of the Pan-American Association 
of Ophthalmology); New York 


Puerto Rico Mepicat Association, SecTION ON OPHTHALMOLOGY AND OTOLARYNGOLOGY 
President: Dr. Roberto Buxeda 
Secretary: Dr. Guillermo Pico, 654 Ponce de Leon Ave., Santurce 
Time and Place: Every other month; Puerto Rico Medical Association Bldg., Santurce 
Pverto Rico OPHTHALMOLOGICAL SocIETY 


President: Dr. Roberto Buxeda 
Secretary-Treasurer: Dr. Guillermo Pico, 654 Ponce de Leon Ave., Santurce . 
Time and Place: Every other month; Puerto Rico Medical Association Bldg, Santurce 


Society oF Mivitary OPHTHALMOLOGISTS 
President: Col. Victor Byrnes 


Secretary-Treasurer: Capt. James A. Stokes, M.C., Walter Reed A Hospital, Washi 12, D. 
Time and Place: October 16, 1956; Palmer House, Chicago 
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REGIONAL 


Arxk-La-Tex SOCIETY 
Dr. J. L. Custer 


Secretary: Dr. W. W. Hart, Medical Arts Bldg., Shreveport, La. 


Time and Place: 


Hospital 
Hawai Eye, Ear, Nose anp Turoat Society 
President: Dr. T. W. Cow 
Secretary: Dr. monees H, "toe 1443 Nuuanu Ave., Honolulu 17 
Time and poaan: 6 :30 p.m. (dinner meetings), third Thursday of each month, October-June; Pacific Club, 
onolulu 


IntTER-MOUNTAIN OTO-OPHMTHALMOLOGICAL SOCIETY 


President: Dr. M. Mairhead 
Secretary: Dr. Alan S. Crandall, 141 E. Second St. South, Salt Lake City 1 
Time and Place: Third Monday, September-May; Salt e City 


President: 
Secretary: 


President: 
Secretary: 
Time and 


LovuIsIANA-MISSISSIPPI OPHTHALMOLOGICAL AND OTOLARYNGOLOGICAL SOCIETY 
Dr. H. K. R 
Dr. Edley H. » a 1301 Washington St., Vicksburg, Miss. 


New ENGLAND OPHTHALMOLOGICAL SOCIETY 
Dr. Merrill J. King 
Dr. Karl Riemer, 403 Commonwealth Ave., Boston 


Place: Third Wednesday, November through April; Massachusetts Eye and Ear Infirmary, 243 


Charles St., Boston 


President: 
Secretary : 
Time and 


President: 
Secretary: 


New EnGiann Oro-LarYNGOLOGICAL Society 
Dr. Burton E. Lovesey 
Dr. Burton E. | pees 4 15 West Central St., Natick 
Place: Three times a year, Massachusetts Eye and kar Fademare, 243 Charles St., Boston 


Pactric Coast OTo-OPHTHALMOLOGICAL SOCIETY 


Dr. Goss 
Dr. oo. : be Smith, 508 E. South Temple, Salt Lake City, Utah 


Time and Place: April 7-11, 1957, Coronado, California 


President: 
Secretary: 
Time and 


Chairman: 


Sioux VaALLey ACADEMY OF OPHTHALMOLOGY AND OTOLARYNGOLOGY 
Dr. F. A. Finnegan 
Dr. Sidney F. Becker, B-1600 S. Western Ave., Sioux Falls, S, D. 
Place: February 1957; Sioux City, Iowa 


SouTHERN MEDICAL ene SECTION ON OPHTHALMOLOGY AND OTOLARYNGOLOGY 
Dr. William J. G. Davi 


Secretary: Dr. G. S. Fitz-Hugh, 104 Market St., Charlottesville, Va. 
Time and Place: November 12-15, 1956, Washington, D. C. 


President: 
Secretary: 


Wisconsin-Uprper MICHIGAN Soctety oF OPHTHALMOLOGY AND OTOLARYNGOLOGY 
Dr. William W. Ford 
Dr. G. L. McCormick, 650 S. Central Ave., Marshfield, Wis. 


STATE AND LOCAL 


Alabama 


President: 


Secretary: Dr. 


ALABAMA ACADEMY OF OPHTHALMOLOGY AND OTOLARYNGOLOGY 
Dr. — K. Lingo 
ugene Jr., 


Time and Place: January 17, 1957, Bohne "Clear 


President: 
Secretary: 
Time and 


BirRMINGHAM Eye, Ear, Nose anp Turoat Society 


Each member, in alphabetical order 
Dr. David A. McCoy, 501 Woodward Bldg., Birmingham 


Place: 6:30 p.m., second Tuesday of each month, September through April; The Club, Top of 


Red Mountain, Birmingham 


Arkansas 


President: 
Secretary: 


ARKANSAS MepicaL Society, Eye, Ear, Nose anp Turoat Section 
Dr. W. F. Schwarz 
Dr. James L. Smith, 623 Woodlane, Little Rock 


California 


Chairman: 


Secretary: 


President: 


Secretary: 


Time and 


President: 


Secretary: 


Time and 


CALIFORNIA Mepicat Association, Eye, Ear, anp Turoat Section 
Dr. Robert N. Shaffer 
Dr. Channing Hale, 174 Nehama, Pomona 


Auta CALIFORNIA OPHTHALMOLOGIC SOCIETY 
Dr. ws A. Berg 
Dr. Robert L. p 1 1127 Eleventh St., Sacramento 
Place: Third Thursday of every month except July and August; Sutter Club, Sacramento 


East Bay OPHTHALMOLOGICAL Soctety 
Dr. Dudley Bell 
Dr. Arthur F. Steinmetz, 1237 B St., Hayward 
Place: Every three months, different locations 


First Monday of month, except January, June, July, September; Confederate mamorten 


4 
1 

> 
« 
| 

> 

. 
4 


LVIII TRANSACTIONS — MAY - JUNE, 1956 


Los ANGELES OPHTHALMOLOGICAL JouRNAL CLUB 


President: Dr. Jacob M. Klin 
Zenvetaey Dr. William Feldman, 7705 Leville Ave., Los Angeles 
Place: Los Angeles County Medical Bidg. 


Los ANGELES Socrety oF OPHTHALMOLOGY AND OTOLARYNGOLOGY 


President: . Leland R. Hou 
Secretary: Dr Sol Rome, 1917 “Wilshire Bivd., Los Angeles 5 
Time and Place: 6:00 p fourth Monday, September-June, Otolaryngolo first Thursday, 


September- phthalmology; Los Angeles County Medical Assn. "hides 1995 Wilshire Blvd. 


San Disco OpHTHALMOLOGICAL SocrIETY 
President: Dr. H. R. Merrill 
Secretary: Dr. A. B. Root, 3315 Fourth Ave., San Diego 
Time and Place: 6:30 p.m., second Monday of each ana University Club 


San Francisco County Meprcat Society, Eve Secrion 
Chairman —< Senne ey" Dr. Harold O. Parkinson, 760 Market St., San Francisco 
Time and P! p.-m., first Tuesday of each month, April, August and December, San Francisco 
Medical ‘Society Bldg. .» 250 Masonic Ave. 


San Francisco OPHTHALMOLOGICAL Rounp TasLe 
President: Dr. 


Secretary: Dr. Albert J. eres onc 490 Post St., San Francisco 
Time: ree Poway a year 


Colorado 

Cotorapo OPHTHALMOLOGICAL Society 
President: Dr. Thomas Van Bergen 
Secretary: Dr. James C. Strong, Te. 227 Sixteenth St., Denver 
Time and Place: Third Saturday of "each month, September to May; Colorado Medical Center, Denver 


CoLoraDoO OTOLARYNGOLOGICAL SocreTy 
President: Dr. Donald F. Page 
Secretary: Dr. Sidne bs a 730 Republic Bidg., Denver 2 
Time and Place: 8:0 first Saturday of each month; Coiorado General Hospital 


Connecticut 
State Mepicat Society, Eve, Ear, Nose anp Turoat SEcrion 


Chairman: Dr. Max Alpe 
Secretary-Treasurer : Dr. Frederick Wies, 225 Bradley St., New Haven 


Florida 
py Society OF OPHTHALMOLOGY AND OTOLARYNGOLOGY 


President: Dr. Charles W. Boy 
Secretary: Dr. Kenneth S. Whitmer, 550 Brickell Ave., Miami 


GREATER Eye, Ear, Turoat Society 
President: Dr. A. Hollender 


Secretary: Dr. James H. Mendel, Jr., 7241 Red Road, Miami 
Time and Place: February, May, tober and December; Seven Seas Restaurant 


Georgia 
Grorcia Society oF OPHTHALMOLOGY AND OTOLARYNGOLOGY 
President: Dr. W. — Barton 
Secretary: Dr. Walter P. Re Box 206, Albany 
Time and Place: April 1957; General Solakene Hotel, Wilmington Island, Savannah. Cruise from Charles- 
ton, S. C., to The Bahamas. 


ATLANTA Eye, Ear, anp Turoat Socrery 
President: Dr. William T. Edwards 
Secretary-Treasurer: Dr. Jack Stokes, 512 Medical Arts Bldg., 384 Peachtree St., N.E., Atlanta 
Time and Place: Fourth Monday of each month, Fulton County Academy of Medicine, Atlanta 


Illinois 
CentTrat Soctety or OPHTHALMOLOGY AND OTOLARYNGOLOGY 
President: Dr. Walter Owen 
Secretary: Dr. Clarence A. Flei 520 East Allen St., Springfield 
Time and Place: September 1956; Thee 


Cutcaco LARYNGOLOGICAL AND OroLoctcat Society 
President: Dr. Raymond W. Kerwin 
Secr : Dr. Stanton A. Friedberg, 122 S. Michigan Ave., Chicago 3 


Time and Place: First Monday of each month at various fs mtn 
Cxuicaco OPHTHALMOLOGICAL Society 
President: Dr. Kenneth L. Roper 


Secretary-Treasurer: Dr. Joseph S. 109 N. Wabash Ave., Chicago 2 
Time ag Oi 7:30 p.m., third Monday of each month, October to May; Chicago-Iilini Union, 715 S. 


Indiana 


President: Dr. C. 
Secretary: Dr. John J: Flick, 1443 N. Pennsylvania St., Indianapolis 


ime: Annually in May 


apse ACADEMY OF OPHTHALMOLOGY AND OTOLARYNGOLOGY 
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INDIANAPOLIS OPHTHALMOLOGICAL AND OTOLARYNGOLOGICAL SOCIETY 
President: Dr. David E. Jones 
Secretary: Dr. Lewis E. Morrison, 603 Hume Mansur Bldg., Indianapolis 4 : 
Time sal Place: 6:30 p.m., second Thursday of each month during Winter; Athletic Club 


lowa 

Iowa ACADEMY OF OPHTHALMOLOGY AND OTOLARYNGOLOGY 
President: Dr. Carl Noe nr 
Secretary: Dr. Arthur C. Wise, 212 Savings and Loan Bldg., lowa City 


Des Moines AcaDEMY OF OPHTHALMOLOGY AND OTOLARYNGOLOGY 
President: Dr. Robert P. Updegraff : 
Secretary: Dr. C. C. Walker, 304 Bankers Trust Bldg., Des Moines, lowa 
Place: Des Moines Club 


Kansas State Mepicat Society, Section oN OPHTHALMOLOGY AND OTOLARYNGOLOGY 


President: Dr. David P. Trimble 
Secretary: Dr. Max Lake, Salina 


Kentucky 
Lovuisvit_e Eye anp Ear Society 
President: Dr. Charles Bloch 
Secretary: Dr. George I. Uhde, 610-613 Brown Bldg., Louisville 2 
Time and Place: Third Thursday of alternate months; at various places 


Maryland 

BattimMore City Mepicat Society, OPHTHALMOLOGICAL SECTION 
Chairman: Dr, Herman K. Clore. 
Secretary: Dr. Charles Iliff, 14 W. Mt. Vernon Place, Baltimore 


e and Place: Third Thursday of November, January and March; Medical and S F B 
1211 Cathedral St., Baltimore nase urgical Faculty Bidg., 


Ear, Nose Turoat Society 
President: Dr. Theodore A. Schwartz 
Secretary: Dr. Alvin P. Wenger, 1100 N. Charles St., Baltimore 
Time and Place: Second Tuesday in November, January and March; Johns Hopkins Club 


Massachusetts 
MASSACHUSETTS MeptcaL Society, SECTION ON OPHTHALMOLOGY AND OTOLARYNGOLOGY 


Chairman: Dr. Edgar M. Holmes 
Secretary: Dr. John E. McKeigue, 94 Pleasant St., Arlington 


Boston Crry Hospitat AuRAL AND OpHTHALMIC Society 
President: Dr. Albert E. Sloane 
Secretary: Dr. Thomas P. White, 520 Commonwealth Ave., Boston 


Michigan 
Micuican Strate Mepticat Society, Section oN OPHTHALMOLOGY AND OTOLARYNGOLOGY 
Chairman: Dr. J. E. Croushore (Otolaryngology) 
Co-Chairman: Dr. dy C. Gemeroy (Ophthalmology) 
Secretary: Dr. R. W. Teed, 215 South Main, Ann Arbor (Otolaryngology) 
Co-Secretary: Dr. F. B. Heckert, 1105 Bank of Lansing Bldg., Lansing (Ophthalmology) 


MICHIGAN TRIOLOGICAL SOCIETY 
President: Dr. Kenneth Lowe 
Secretary: Dr. Wilfrid Haughey, 610 Post Bldg., Battle Creek 
Time and Place: Four times a year in different cities in Michigan 


Detroit OPHTHALMOLOGICAL CLUB 


Secre : Dr. Frederick A. Leusee, 1801 David Whitney Bldg., Detroit 26 
Time: month, November through April 


Detroit OPHTHALMOLOGICAL SOCIETY 
President: Dr. Harold F. Falls 
Secretary: Dr. James Olson, 1005 Mutual Blidg., 28 W. Adams, Detroit 
Time and Place: 8:00 p.m., fourth Thursday of each month, The Harmonie Club, 267 E. Grand River 


Detroit OTOLARYNGOLOGICAL SOCIETY 
President: Dr. E. Croushore 
Secretary: Dr. Lyle Waggoner, 404 David Whitney Bidg., Detroit 26 
Time and Place: Third Wednesday of each month, Wayne County Medical Society 


SactInaw VALLEY ACADEMY OF OPHTHALMOLOGY AND OTOLARYNGOLOGY 
President: Dr. Robert Blackhurst 
Secretary: Dr. Arno Weiss, 308 Eddy Bidg., Saginaw 
Time and Place: Second Tuesday of each month, Bancroft Hotel, Saginaw 


Minnesota 
MINNESOTA ACADEMY OF OPHTHALMOLOGY AND OTOLARYNGOLOGY 
President: Dr. Karl E. Sandt 
Secretary: Dr. Malcolm A. McCannel, 325 Doctors Bldg., Minneapolis 
Time and Place: Second Friday of each month; alternating in Minneapolis and St. Paul 


\ LIX 
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Missouri 
Kansas City Society oF OPHTHALMOLOGY AND OTOLARYNGOLOGY 
President: Dr. Donald O. Howard 
Secretary: Dr. Dick H. Underwood, 1109 Bryant Bldg., Kansas Cit 
Time and Place: Third Thursday of the month, Kansas University Medical Center 


Ear, Nose TuHroat Crue or St. Louis 
Chairman: Dr. L. W. Dean, zee 
Secretary: Dr. Harry N. Glick, 1504 South Grand Blvd., St. Louis 4 
Time and Place: Third Wednesday in November, January, March and May; University Club 


St. Lovis OPpHTHALMOLOGICAL SocIETY 
President: Dr. William H. Bryan 
y: Dr. Philip T. Sbeken, 100 N. Euclid, St. Louis 8 
Time and Place: 5:30 p.m., fourth Thursday in October, November, January, February, March and April; 
Park Plaza Hotel, 220 N. Kingshighway 


Montana 
MONTANA ACADEMY OF OPHTHALMOLOGY AND OTOLARYNGOLOGY 

President: Dr. — J. Hammerel 

Secretary: Dr. James D. Morrison, P. O. Box 1856, agen 

Time and Place: Annual meeting, September 13-15, 1956; Great Falls 


Nebraska 
NEBRASKA ACADEMY OF OPHTHALMOLOGY AND OTOLARYNGOLOGY 


President: Dr. E. E. Koebbe 
Secretary-Treasurer: Dr. Paul L. Peterson, 702 Sharp Bldg., Lincoln 


Omana Eve, Ear, Nose anp Turoat Society 
President: Dr. George T. Alliband 
Secretary-Treasurer: Dr. Stanley M. Truhlsen, 1500 Medical Arts Bldg., Omaha 
Place: e Omaha Club 


New Jersey 
ACADEMY OF MepIcINE OF New Jersey, Section on Eye, Ear, Nose anp THROAT 
Chairman: Dr. Edward Ehrlich 
Secretary: Dr. William A. Sturman, 219 South Harrison St., East Orange 
Time and Place: 8:45 p.m., four times a year; Academy Bldg., Newark Eye and Ear Hospital, Newark 


Mepicat Society oF New Jersey, SeEcTIOnN ON OPHTHALMOLOGY 


Chairman: Dr. jonere R. Weintrob 
Secretary: Dr. John Scillieri, 660 Broadway, Patterson 4 


New Jersey OPHTHALMOLOGICAL SOCIETY 
President: Dr. George P. Meyers 
Secretary: Dr. Alfonse Cinotti, 3285 Hudson Blvd., Jersey City 
Time and Place: November; Princeton Inn, Princeton. May; Atlantic City 


New Jersey Soctety oF OPHTHALMOLOGY AND OTOLARYNGOLOGY 


President: Dr. Edgar P. Cardwell : 
Secretary: Dr. Albert F. Moriconi, 438 Hamilton Ave., Trenton 9 


Hupson County Eye, Ear, Nose anp Turoat Society 
President: Dr. William McKeever 
Secretary: Dr. Benjamin Jaffe, 566 Bergen Ave., Jersey ote 
Time and Place: 9:00 p.m., second Monday of each month; Pete and Dominicks Restaurant, Jersey City 


New Mexico 
New Mexico OPHTHALMOLOGICAL Society 
President: Dr. Howard B. Peck 
Secretary: Dr. J. A. Dillahunt, 106 Girard Blvd. S.E., Albuquerque 
ime: Semi-annually at the call of the President 


New York 
New York AcapemMy oF Mepicine, SecTION ON OPHTHALMOLOGY 
President: Dr. Maynard C. Wheeler 
Secretary: Dr. Harold W. Brown, 15 Park Ave., New York 
Time and Place: 8:15 p.m., third Monday of each month; New York Academy of Medicine, 2 E. 103rd St. 


New York AcapeMy OF Mepicine, SECTION ON OTOLARYNGOLOGY 
Chairman: Dr. Otto C. Risch 
Secretary: Dr. Ernest A. Weymuller, 69 East 76th St., New York 
Time: 3rd Wednesday of each month 


New Yorx Society ror CiinicaL OPHTHALMOLOGY 
President: Dr. Max Chamlin 
Secretary: Dr. Leon H. Ehrlich, 211 Central Park West, New York 24 
Time and Place: 8:00 p.m., first Monday of the month; New York Academy of Medicine, 2 E., 103rd St. 


CentraL New York Eve, Ear, anp Trroat Socrety 
President: Dr. Lee Stoner 
Secretary: Dr. George A. Sisson, 713 East Genesee St., Syracuse 
Time and Place: February, May, August and November; The University Club, Syracuse 


Eastern New York Eye, Ear, Nose anp THroat Society 
President: Dr. Henry Little 
Secretary-Treasurer: Dr. Frank C. Furlong, 713 Union St., Schenectady 
Time and Place: 7:00 p.m., first Thursday of each month; alternating at Albany, Troy and Schenectady 
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ALUMNI ASSOCIATION OF THE New York Eve anv Ear INFIRMARY 
President: Dr. Byron Smith 
Secretary: Dr. Alienae Cinotti, 3285 Hudson Blvd., Jersey City 
Place: New York Eye and Ear Infirmary, 218- 2nd Ave. ™ iow York 3 


BROOKLYN OPHTHALMOLOGICAL SOCIETY 
President: Dr. Louis Freimark 
Secretary-Treasurer: Dr. Nicholas P. Tantillo, 1 Hanson Pl., Brooklyn 17 ; 
Time and Place: Third Thursday in October, December, February and April; Kings County Medical Society, 
1313 Bedford Ave., Brooklyn 


BuFrraLo OPHTHALMOLOGICAL CLUB 


President: Dr. Elizabeth P. Olmsted 
Secretary-Treasurer: Dr. Harold E. Wass, 840 West Delavan Ave., Buffalo 9 


Nassau OPHTHALMOLOGICAL SOCIETY 
President: Conrad Berens 
Dr. Arthur E. Merz, 821 Franklin Ave., Garden City, L. L. 
‘Time and Place: Monday evenings, February, April, September and November; at various places 


North Carolina 
Nortu Eye, Ear, Nose anp Turoat Society 
President: Dr. Peele 
Secretary: Dr. James D. Stratton, 1012 Kings Drive, Charlotte 7 
Time and Place: September 16-19, 1956; Asheville 


Ohio 
AKRON ACADEMY OF OPHTHALMOLOGY AND OTOLARYNGOLOGY 
President: Dr. F. A. Johnson 
Secretary: Dr. John Scuderi, 143 Portage Trail, Cuyahoga Falls 
Time and Place: 6:30 p.m., first Monday of every other month; Akron City Club 


CINCINNATI OPHTHALMOLOGIC CLUB 
Executive Committee: Dr. Donald J. Lyle, Dr. Charles K. W. Ascher, Dr. Ira A. Abrahamson, Sr. 
Secretary: Dr. Josef D. Weintraub, 71 Provident Bank Bldg., Cincinnati 2 
Time and Place: Second W ednesday night of month, October through May; Vernon Manor Hotel 


CINCINNATI OTOLARYNGOLOGICAL SOCIETY 
President: Dr. Erwin S. Ross 
Secretary: Dr. Joseph A. Lane, 912 Provident Bank Bldg., Cincinnati 
Time and Place: 6:30 p.m., third Monday of each month; “University Club 


CLEVELAND OPHTHALMOLOGICAL CLUB 
President: Dr. Webb P. Chamberlain, 
Secretary: Dr. Arthur D. Collins, 629 tuclid Ave., Cleveland 14 
Time: Second Tuesday of November, January, February and April 


CLEVELAND OTOLARYNGOLOGICAL CLUB 
President: Dr. William F. Hulse 


Secretary-Treasurer: Dr. Fred Alexander, 10515 Carnegie Ave., Cleveland 6 
Time: Four times a year 


CoLtuMBus Society OF OPHTHALMOLOGY AND OTOLARYNGOLOGY 
President: Dr. I: E. Arrington 
Secretary: Dr. Trent W. Smith, 327 E. State St., Columbus 15 
Time: First Monday of month, September through April 


Eyz, Ear, Nose anno Turoat Society 
President: Dr. Robert L. Willard 
Secretary: Dr. Max F. Sudhoff, 316 Michigan Ave., Toledo 2 
Time and Place: Third Tuesday of each month, October through May; Toledo Club 


Oklahoma 
Oxtanoma City AcapeMy oF OPHTHALMOLOGY AND OTOLARYNGOLOGY 
President: Dr. O. A. Watson 
Secretary: Dr. Richard Wyrick, 3832 N. W. 51 Pl., Oklahoma City 1 
Time and Place: 6:30 p.m., first Tuesday of each month; University of Oklahoma Medical School 


Oregon 
OrEeGoN ACADEMY OF OPHTHALMOLOGY AND OTOLARYNGOLOGY 
President: Dr. Ralph N. Westfall 
prevetey' Dr. Charles W. Browning, 919 Taylor St., Portland 5 
Place: Henry Thiele Restaurant, 23 and West Burnside, Portland 


Pennsylvania 

PENNSYLVANIA ACADEMY OF OPHTHALMOLOGY AND OTOLARYNGOLOGY 
President: Dr. William T. Hunt, Jr. 
Secretary: Dr. Daniel S. De Stio, 1006 Highland Blidg., Pittsburgh 6 


WesTERN PENNSYLVANIA Eye, Ear, Nose anp THroat Society 
President: Dr. H. H. oe 
Secretary-Treasurer: Dr. F. E. Murdock, 28% West Scribner Ave., DuBois 
Time: Third Thursday of April and Octo 


COLLEGE OF Saas Ta OF PHILADELPHIA, SECTION ON OPHTHALMOLOGY 
President: Dr. Isaac S. Tassman 
Secretary: Dr. William E. Krewson, III, 1930 Chestnut St., Philadel 


Time of every month, October-April; of Physicians Bldg., 19 So. 22nd 
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LXII TRANSACTIONS — MAY - JUNE, 1956 


PHILADELPHIA County Mepicat Society, Eve Section 


Chairman: Dr. Wilfred E. Fry 
Secretary: Dr. Thomas H. Cowan, 1930 Chestnut St., Philadelphia 3 


Time and Place: First Thursday of each month, October through April; County Medical Society Bldg., 21st 


and Spruce Streets, Philadelphia 


PHILADELPHIA LARYNGOLOGICAL SocIETY 
President: Dr. William J. Hitschler 
Secretary: Dr. Joseph P. Atkins, 3400 Spruce St. 
Time: First Tuesday of month, November through May 


PITTSBURGH OPHTHALMOLOGICAL SocIETYy 
President: Dr. Thomas G. McLellan 
Secretary: Dr. Gertrude W. Baldwin, Greensburg 
Time and Place: 8:00 p.m., third Monday of month, September through May; Mellon Institute 


PitrssurGH OToLocicaL Society 
President: Dr. Louis L. Friedman 
Secretary: Dr. John Dickinson, Mercy Hospital 
Time: Quarterly 


Reapinc Eysr, Ear, Nose anp Turoat Society 
President: Dr. John J. Penta 


Secretary: Dr. James H. Parker, Jr., 238 N. 5th St. 
Time and Place: Third Wednesday of each month, Wyomissing Club, Reading 


Wi xes-BarreE OPHTHALMOLOGICAL SOCIETY 
President: Dr. Vincent Gallizi 
Secretary: Dr. Albert J. Abbott, 203 E. Green St., Nanticoke 
Time and Place: Last Tuesday of each month; Luzerne County Medical Society Bldg. 


South Carolina 
Soutn Caroiina Society OF OPHTHALMOLOGY AND OTOLARYNGOLOGY 
President: Dr. N. O. Eaddy 
Secretary: Dr. Roderick Macdonald, 330 East Main St., Rock Hill 
Time and Place: September 17-19, 1956; Asheville, N. C. (Jointly with N.C.E.E.N.T. Society) 


Tennessee 
TENNESSEE STATE ACADEMY OF OPHTHALMOLOGY AND OTOLARYNGOLOGY 
President: Dr. Hurbert Duncan 
Secretary: Dr. Thomas Bryan, 2105 Hayes St., Nashville 
Time and Place: 1957; Nashville 


CHATTANOOGA AND Hamitton County Eye, Ear, Nose anp Turoat Society 
Chairman and Secretary: Dr. I. L. Arnold, 702 Medical Arts Bldg., Chattanooga 
Time and Place: 6:30 p.m., second Thursday in each month, Mountain City Club 
KNOXVILLE Socrety oF OPHTHALMOLOGY AND OTOLARYNGOLOGY 
President: Dr. Olin Ballou 


Secretary : Dr. J. E. Campbell, Jr., 406 W. Church Ave. 
Time and Place: 6:30 p.m., first Monday of each month, September through May; Hotel Farragut 


Mempnuis Society oF OPHTHALMOLOGY AND OTOLARYNGOLOGY 
Chairman: Each member in alphabetical order 
Secretary: Dr. Roland H. Myers, 1720 puchange Bldg., Memphis 3 : 
Time ny —- Tuésday of each month; Memphis Eye, Ear, Nose and Throat Hospital, 1060 
adison Ave. 


NASHVILLE ACADEMY OF OPHTHALMOLOGY AND OTOLARYNGOLOGY 


President: Dr. Fred Harned 
Secretary-Treasurer: Dr. Ralph Rice, Bennie Dillon Bldg. 
Time and Place: Third Monday evening of month, October through May; James Robertson Hotel 


Texas 


Texas Soctety oF OPHTHALMOLOGY AND OTOLARYNGOLOGY 


President: Dr. Kell Cox 
Secretary: Dr. Gatlin Mitchell, 1604 Medical Arts Bldg., Fort Worth 
Time and Place: December 7-8, 1956; Dallas 


Datias ACADEMY OF OPHTHALMOLOGY AND OTOLARYNGOLOGY 
President: Dr. Edwin G. Grafton 
Secretary-Treasurer: Dr. Hal W. Maxwell, 624 Medical Arts Bldg., Dallas 1 
Time: First Tuesday of each month except July and August 


Fort Wortu Eve, Ear, Nose anp Turoat Society 
President: Dr. Harold Beasley 
Secretary: Dr. J. Robert Harris, 1016 W. Cannon 
Time and Place: First Friday of each month, except July, August and September; St. Joseph’s Hospital 


Houston AcapEMY OF MEDICINE, OPHTHALMOLOGICAL AND Oro-LaARYNGOLOGICAL SECTION 
President: Dr. Thomas Vanzant 
Secretary: Dr. Fred R. Guilford, 509 Hermann Professional Bldg. 
Time and Place: 6:30 p.m., second Thursday of each month; Doctors’ Club 


Nueces County Eye, Ear, Nose anp Turoat Society 

Joseph Abbey 2451 Co Ch 

ecretary: Dr. Josep % organ, s Christi 
Time and Place: Privateer Club. Corpus Christi a 
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DIRECTORY OF SOCIETIES LXIIk 


San Anronro Society oF OPHTHALMOLOGY AND OTOLARYNGOLOGY 
President: Dr. Chester L. Mohle 
. Secretary: Dr. Graham B. Milburn, 1104 Nix Professional Bldg. 
Time: ird Tuesday of each month; San Antonio Country Club 


Virginia 

Society oF OPHTHALMOLOGY AND OTOLARYNGOLOGY 
President: Dr. Ben 
Secretary: Dr. Maynard P. Smith, 600 Professional Bidg., Richmond 


RicuMonp, Virotnia, Eye, Ear, Nose anp TuHroat Socrety 
| President: Dr. Ed Bryce 
Secretary: Dr. Charles N. Romaine IV, 1001 West Franklin St., Richmond 20 
| Time: First Tuesday of January, March, May and October 


TIDEWATER OPHTHALMOLOGICAL AND OTOLARYNGOLOGICAL SOCIETY 
President: Dr. M. H. Hood 
q Secretary: Dr. John G. Sellers, 413 Medical Arts Bidg., Norfolk 
. Time and Plate: October, February and May, Tidewater 


Washington 

WasuHincton State Mepicat Association, Section on Eye, Ear, Nose THROAT 
President: Dr. E. De Mar Anderson 

Secretary-Treasurer: Dr. Claude K. Miller, 601 Douglas St., Wenatchee 


Pucer Sounp AcaDEMY OF OPHTHALMOLOGY AND OTo-LARYNGOLOGY 
President: Dr. Russell T. Horsfield 
Secretary: Dr. Willard F. Goff, 1215 Fourth Ave., Seattle 1 2 i 
Time and Place: Third Tuesday of February, March, April, May, October and November; usually in Seattle 


SPOKANE ACADEMY OF OPHTHALMOLOGY AND OTOLARYNGOLOGY 
President: Dr. Robert C. Maher 
Secretary: Dr. Philip B. Green, Old National Bank Bldg. 
Time and Place: 8:00 p.m., fourth Tuesday of each month; Blood Bank Bldg. 


Washington, D. ©. 
SecTION ON OPHTHALMOLOGY OF THE MepicaL Society oF THE District oF COLUMBIA 
4 President: Dr. William D. Foote 
Secretary-Treasurer: Dr. M. Noel Stow, 1746 “K” St., N. W., Washington, D.C. 
Time and Place: Every other month, October through April; Kennedy-Warren Apts. 


SECTION ON OTOLARYNGOLOGY OF THE MepicaL SocreTy oF THE District or CoLUMBIA 
President: Dr. Jack Levine 
Secretary: Dr. James J. McFarland, 1150 Connecticut Ave. N. W. 
Time and Place: Second Tuesday, every other month, October through May; Army-Navy Club 


West Virginia 
West Vircinta ACADEMY OF OPHTHALMOLOGY AND OTOLARYNGOLOGY 
. President: Dr. Ben W. Bird 
Secretary-Treasurer: Dr. Frederick C. Reel, 404 Medical Arts Bldg., Charleston 


| Wisconsin 


Maptson, Wisconsin, Ear, anp Turoat Socrety 
President: Dr. Mark E. Nesbit 
Secretary: Dr. Donald A. Peterson, 224 W. Washington Ave. 
Time and Place: 6:15 p.m., first Tuesday of each month, October through May; Madison Club 


MitwavuKkee Society 
President: Dr. Donald T. Hughson 
Secretary: Dr. E. Franklin Carl, 606 W. Wisconsin Ave., Milwaukee 
Time and Place: 6:00 p.m., fourth Tuesday of each month; University Club of Milwaukee 
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MANUALS 

Price 
OCULAR SURGERY, Conrad Berens and Michel 1.00 
OUTLINE OF NEURO- OPHTHALMOLOGY. 1.00 
DESCRIPTION OF THE powedd, McCotter, Fralick and Henderson.......... 1.00 
THE INTERPRETATION OF VISUAL PIELDS, C. W. Recht. 100 
DISTURBANCES OF OCULAR MOTILITY, Richard G. 1.00 
REFRACTION, Daniel Snydacker and Frank W. Newell. ..........e-.eee2.. 1.00 
PRINCIPLES OF OTOLARYNGOLOGIC PLASTIC SURGERY, eae J. " Becker . 1.00 
RADIOGRAPHIC ANATOMY OF THE TEMPORAL BONE, J. Brown Farrior... 1.00 
EXAMINATION OF THE LABYRINTH IN RELATION to ‘ITS 

PHYSIOLOGY AND a DISEASES, 

NONSURGICAL MPLICATIONS OF OTOLARYNGOLOGIC SURGERY, 

MONOGRAPHS 
HELPFUL HINTS FOR nn THE en HANDICAPPED, 

PHYSIOLOGY OF THE LARYNX, J. J. Pressman and George Kelemen........ 50 
THE EMBRYOLOGY OF THE EAR, NOSE, AND THROAT, 

STRABISMUS: A SYMPOSIUM, Kenneth C. Swan et ol................... 0.50 
REFRACTION DIFFICULTIES 

ABSTRACTS 
Set contains outlines, briefs of instruction courses as presented at Academy meetings. Unbound. 
TRANSACTIONS 
BOUND VOLUMES 
Transactions : 
Records of meetings held 1917 through 1949.............055. Eo $150 


Tonometry—Tonography, Decennial Report (Bound) 3.00 


FILMS — LANTERN SLIDES — FILM STRIPS 
THE EMBRYOLOGY OF THE EYE, a motion picture in color with sound. 
Available on one reel or in two parts on two reels with metal containers 


176 Lantern Slides from above film, 2 X 2, in color 

Mounted in glass, with wooden filing box. .... 125.00 

Mounted in cardboard, with plastic and plywood filing box........... 75.00 
Film Strips, from above film, 32 mm. 

Set of six (176 frames), in color, in metal containers.............. 25.00 
THE EMBRYOLOGY OF THE EAR, a motion picture in color with sound. On 

three reels with metal containers and mailing case.......... Per Print 500.00 


SEND ORDER WITH REMITTANCE TO 
W. L. BENEDICT, M.D., 100 FIRST AVENUE BUILDING, ROCHESTER, MINNESOTA 
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